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Abstract
The purpose of this mixed methods study was twofold. The first was to use Hobfoll’s
(1989) Conservation of Resources theory to predict psychological stress based on responders’
perceptions of resource adequacy. The second was to use qualitative interviewing to gain a more
comprehensive understanding of the disaster/humanitarian responder experience.
The study is significant given the expanding role of nurses within disaster/humanitarian
response organizations. Furthermore, psychological stress results in increased turnover of human
resources in these organizations. This turnover is detrimental to humanitarian systems that
already lack adequate coverage and sufficiency because funding and human/material resources
grow at a slower pace than the rate of need.
Pragmatism provided the philosophical roots for this study. Participants included
physicians, nurses, physician assistants, paramedics, emergency medical technicians, and mental
health workers (N = 109). Eight surveys were completed using the Qualtrics® system. These
included a demographic form and scales for moral congruence, disaster self-efficacy, resilience,
perceived social support, readiness to deploy, and psychological distress. Multiple regression and
bivariate analysis were used to test hypotheses.
The primary quantitative research question asked Do participants who perceive adequacy
of object resources (food, water, shelter, safety, and essential supplies to respond), personal
characteristics (moral congruence, disaster self-efficacy, resilience, social support, and
readiness), conditions (adequate sleep, safety, and security), and energy resources (education,
disaster-specific training, and income) experience less psychological stress than those who do
not?
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Participants who completed the survey were given an opportunity to participate in an
interview where they were asked to share in their own words what it was about their disaster
experience that was most meaningful to them.
From a quantitative perspective, COR theory was only partially supported by findings
indicating that moral congruence, disaster self-efficacy, readiness to deploy, and educational
level are significant predictors of symptoms of psychological distress.
Qualitative assessment identified several response components that are not addressed by
the theory. These items are mentorship, leadership, media influence, and the political
environment’s impact on disaster/humanitarian response efforts.
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Prologue
“All of us must care for life, cherish life, with tenderness, warmth... to give life is to open
the heart, and to care for life is to expend one’s self in tenderness and warmth for others,
to have concern in my heart for others.” –Pope Francis, 2005 (Glatz, 2013)

A respect for the sanctity of life undergirds the why of disaster/humanitarian response.
This is exemplified by one participant in this study, who described how response efforts call for
unconditional commitment to assure the sanctity and dignity of life, wherever it is found. “I
saved the iguana” was one success recounted by the nurse-participant. Her phrase, which typifies
the regard for life that moves all responders, is a key component of this manuscript title. The
nurse who shared these words with me has responded to disasters despite fear, perceptions of
insecurity, and risk of personal harm. Despite her vulnerability, she continues in her efforts to
ensure that, if humanly possible, life is preserved. The words are evidence that no task, even
using a hot pack to save the life of an iguana, is inconceivable if it means securing a life.
Disaster/humanitarian response requires interaction with the world, but it is the
acknowledgment of the value of life—human or animal—and the desire to preserve it that
energizes responder activities. While personal motivators vary and response events are unique,
the desire to preserve life is ever-present. This is true whether accomplishing tasks of everyday
life, caring for survivors in the aftermath of disaster, or providing care and comfort in the throes
of humanitarian need. Too often, the selfless acts of others are disregarded. My hope is that this
manuscript will provide a new lens with which to view the panorama of responder contributions
to local communities—the world—despite personal risks.
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Chapter One: Introduction

Media, empiric, and theoretical literature, and a variety of other texts contain a plethora
of information about the human impact of disasters and humanitarian crises. In most cases, these
events result in extensive damage and/or loss of lives. Furthermore, the effects of such calamities
reverberate through every aspect of an area’s social and cultural life. The aftermath of man-made
or naturally occurring catastrophes can affect survivors in the local community as well as
disaster/humanitarian responders (Kaniasty, 2011).
By definition, a disaster is the resulting damage that an event has on society; the event
itself is not the disaster (Task Force on Quality of Disaster Management [TFQCDM] & World
Association of Disaster and Emergency Medicine [WADEM], 2003). Man-made disasters result
from human-generated hazards including inter-human conflict and the development and
implementation of technology. Man-made disasters also may include catastrophes caused by
hazardous materials, radioactive events, and terrorism (Zibulewsky, 2001). Conversely, natural
disasters result from uncontrollable natural activity (TFQCDM & WADEM, 2003). Examples of
natural disasters include but are not limited to floods, cyclones, hurricanes, tornadoes, and
earthquakes. Both man-made and natural disasters have catastrophic impacts on whole
populations.
For simplicity and economy of space, the term disaster/humanitarian hereafter will refer
to both disaster response efforts and humanitarian relief operations. While these two endeavors
have different root causes and characteristics, both address complex problems and require a
human response to relieve the suffering of affected populations. The use of this term reflects this
study’s examination of the impact of both types of responses.
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Deaths caused by disasters/humanitarian crises are at the forefront of media reporting.
However, these events also can cause the destruction of local heath infrastructures; hazardous
environmental conditions that propagate communicable diseases; food shortages and associated
malnutrition; and decreased quality of life. Psychologically, disaster is a catalyst for anxiety,
depression, and other mental health problems (Zibulewsky, 2001). Following is a snapshot of
recent disasters and their community impacts.
Man-Made Disasters
Terrorist Attacks
Acts of terrorism are one of the most significant sources of mass physical and
psychological trauma in recent years. Current global terrorism data reveal that in 2012 there were
6,771 terrorist attacks worldwide, which left 11,000 dead, more than 21,600 injured, and 1,280
people kidnapped or taken hostage (START [National Consortium for the Study of Terrorism
and Responses to Terrorism], 2013). More than half of all attacks, fatalities, and injuries were
concentrated in Pakistan, Iraq, and Afghanistan. While attacks on religious institutions were the
most lethal, the top five targets were private citizens/property, police, government, business, and
the military (START, 2013).
Although not all of these attacks can be designated major disasters as operationally
defined for this study (see Definitions of Key Concepts), these data highlight the frequency of
these events. Furthermore, it emphasizes the unpredictability of the magnitude of death and
destruction caused by terrorist attacks, a characteristic shared by technologically related disaster
events resulting from human error or negligence (Green & Solomon, 1995). The frequency and
unpredictability of human-engendered events are highly significant given that, when
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accompanied by perceptions of loss of control, they exacerbate the risk of serious psychological
consequences (Baum & Fleming, 1993).
Undeniably, the attack on the World Trade Center (WTC) on September 11, 2001
changed the world forever. Accurate reports on the number of dead and injured are variable, but
as late as 2003 decedents were estimated at 2,752 (Hirschkorn, 2003). From an economic
perspective, the short-term impact of this event was limited. However, the long-term effects were
anticipated based on the need for resources to shore up national security and stabilize an already
volatile economy (Makinen, 2002). While the goal of determining the overall psychological
impact of this event is elusive, memories of the day continue to be recorded.
On the tenth anniversary of 9/11, the National Museum of American History (2011) blog
asked readers to share where they were on that tragic day. One reader recalled hearing about the
attack while in seventh grade history class. One New York resident recounted the stories of those
who sought frantically to locate their loved ones amidst the chaos. Another revealed an emerging
consciousness of hatred that bred heartfelt fear. Hand-written and recorded memories and
artifacts of this event are preserved in New York’s 9/11 memorial, which opened to the public in
2012. The experience also is etched in the minds of the families of the 1,116 individuals whose
remains have yet to be identified (Johnson, 2013).
Memories of this day are so pervasive that, at least in the U.S., the entire event is recalled
simply by mentioning the numbers 9/11. These memories include trembling ground, a smokeshrouded sun, choking dust, unanswered phone calls, people jumping to their deaths, and two
airplanes permanently altering the New York skyline. While many Americans have been
expecting more terrorist attacks on the homeland, such attacks have occurred infrequently and at
distance (e.g., the 2012 Benghazi attack, the 2013 U.S. embassy bombing in Turkey, and the
4

2013 stabbing of an American outside the U.S. embassy in Cairo). Instead, the U.S. has been
contending with largely homegrown attacks. To ensure their safety, Americans have submitted to
airport security checkpoints, accepted unauthorized intrusions by government surveillance teams,
and begun scrutinizing individuals for signs of sinister acts (Kleinfield, 2011).
Terrorist acts affect population groups as well as the individuals within them. In the U.S.,
many citizens born on September 11, regardless of birth year, have experienced a tarnished sense
of celebration as the nation reflects annually on this tragedy (Kleinfield, 2011). Others, such as
U.S. Army Specialist Pat Tillman, former professional football player, went to war for love of
country, never to return home (USA Today, 2004). Still others made good on vows to live better
lives, give more, be kinder, and achieve or maintain optimal health. For some, such as New
Yorker Sasha Vaccaro, the world was no longer perfect and everyone was no longer nice.
September 11th was the day Sasha stopped believing in God (Kleinfield, 2011).
Genocide
The United Nations (1948) defined genocide as actions taken with the intent to destroy,
in whole or in part, a national, ethnic, racial, or religious group by killing them; causing them
serious physical or mental harm; deliberately inflicting living conditions calculated to bring
about their physical destruction, in whole or in part; imposing measures to prevent births; or
forcibly transferring their children to other groups. The act of genocide is a highly organized
activity that is more likely to be designed and perpetrated by males. Furthermore, because it
requires extensive resources, genocide typically is a government act (Kapila, 2013a).
According to Kapila (2013a), genocide has three routes of pathogenesis: dehumanization,
isolation, and desensitization. In dehumanization, victims are stripped of their human qualities
and rights resulting in other members of the society inflicting verbal and physical abuse,
5

instituting slavery, or disregarding the victims’ voices in public discourse. Isolating the victims
from the mainstream makes them easier to kill. Finally, desensitizing the perpetrators to violence
against the victims eradicates their sense of guilt. When individuals become desensitized, they
feel that “One killing is personal. A million killings is just statistics” (Kapila, 2013a).
In the past decade, the genocide of the people of Darfur has captured world attention as
the media spread news of mass killings, rapes, village burnings, torture, starvation, pillaging, and
water polluted by dead bodies. This devastation occurred as a response of the Sudan Liberation
Army and Justice and Equality Movement to the marginalization of the region’s people and the
Sudanese government’s failure to protect them. To date, an estimated 480,000 people have been
killed in Darfur. Furthermore, 2.7 million remain in camps for displaced persons and 4.7 million
rely on humanitarian aid (United Human Rights Council [UHRC], 2013; World without
Genocide, 2013).
Darfur is reminiscent of Rwanda when civil war and genocide caused the deaths of an
estimated one million people in the span of 100 days in the spring of 1994. Twenty years later,
Rwandans continue to memorialize the event through wailing, fainting, and other physical
expressions of anxiety and traumatic stress (Hagengimana, Hinton, Bird, Pollack, & Pitman,
2003; Munyandamutsa, Mahoro Nkubamugisha, Gex-Fabry, & Eytan, 2012). The Rwandan
genocide also shifted survivors’ self-perception from a civilized self (living in anticipation of
marriage and family life) to a survivor self (facing severe, continual trauma). Many Rwandans
still are unable to return to their pre-genocide lives and continue to be ostracized, isolated, and
unsupported by their community (Sandole & Auerbach, 2013).
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Mining Events
Although catastrophic events vary greatly, they all have the potential to take human life,
as seen in the recent coalmine disasters. In 2013, mining fatalities occurred in Darfur, Sudan
(Kushkush, 2013); Ndassima, Central Africa (Reuters, 2013); Tibet (Wong, 2013a); and
Indonesia (Cochrane, 2013). In a related event, a landslide secondary to mining killed an
additional 83 people in Tibet (Wong, 2013a).
China holds the record for the largest number of mining deaths in the 1942 Honkeiko
mine explosion that killed 1,572 people (Cutler & Daniel, 2010). More recently, Chinese mine
explosions killed 53 miners in 2012 (Wong, 2013b) and six in 2013 (Associated Press, 2013).
In 2006, three U.S. coalmining incidents claimed the lives of 19 miners and stimulated
the development of the Miner Improvement and Emergency Response Act of 2006 (Trakofler,
Alexander, Brnich, Jr., McWilliams, & Reissman, 2009). Despite that legislation, a 2010
accident in West Virginia claimed the lives of 29 miners, making this incident the worst in the
U.S. since 1984 (Cutler & Daniel, 2010). The year 2010 also witnessed the deaths of 200 people
who were crushed under the weight of a collapsing gold mine trench in Sierra Leone.
On August 5, 2010, the world was captivated by a Chilean mine cave-in that trapped 33
men in horrible conditions: temperatures reaching 97 degrees, humidity levels near 90%, and
total darkness (Dorell, 2010). Rescue efforts were well publicized, and millions watched as
responders helped the survivors emerge from depths of more than 2,200 feet (Hampson &
Dorell, 2010). One year later, nine of the miners were under psychiatric care for post-traumatic
stress disorder (PTSD) and several others indicated they received care from mental health
therapists (Barrionuevo, 2011).
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According to one miner, fears of death and never seeing his family again precipitated
PTSD symptoms including nightmares and sleep disturbances. The survivors asserted that
memories of being trapped nearly a half-mile underground could not be erased. Their mental
health issues are compounded by unemployment, subsequent poverty, and use of alcohol and
drugs as coping mechanisms. According to one psychiatrist, many of the miners achieved some
level of comfort through consistent use of sedatives and antidepressants (Barrionuevo, 2011).
Natural Disasters
In 2013, 334 disasters occurred within 109 countries. These disasters affected 96 million
people, resulted in 22,616 deaths, and cost $118 billion. The five countries with the highest
disaster frequency were the Philippines, China, India, the United Kingdom, and Pakistan (Centre
for Research on the Epidemiology of Disaster [CRED], 2013).
Hurricanes and Typhoons
On August 29, 2005, Hurricane Katrina devastated America’s Gulf Coast. The storm’s
estimated damages in excess of $200 billion make it one of the most economically costly storms
in U.S. history (Congleton, 2006). Federal Emergency Management Agency (FEMA) reports
indicated there were 1,833 deaths from direct or indirect exposure to the event (Knabb, Rhome,
& Brown, 2005). Adding to the tragedy is the overwhelming number of unsolved missing person
cases and unidentified bodies due to a lack of funding to address these issues (Olsen, 2010).
Adverse mental health consequences of Hurricane Katrina are ongoing. For New Orleans
residents, a lack of basic needs (food, water, shelter, and medical care), the deaths of friends
and/or family members, and home damage have caused psychological stress that remains a
concern (Paxson, Fussell, Rhodes, & Waters, 2012). Such problems were exacerbated by the
hurricane’s destruction of the area’s mental health system, which resulted in a severe shortage of
8

psychiatric beds and mental health practitioners (Baker, Feldman, & Lowerson, 2010). Almost a
decade later, first-responders continue to wrestle with depression, PTSD, alcohol abuse, and
intra-family conflict from witnessing injury, death, and home damage. Furthermore,
psychological symptoms were compounded among responders with previous traumatic
experiences (Osofsky et al., 2011).
More recently, Hurricane Sandy devastated the New Jersey shoreline, Long Island Sound,
New York Harbor, portions of Staten Island, and southern Manhattan on October 29, 2012
(Kellogg, 2013). Sandy left an estimated 147 dead (from primary or secondary causes), with 72
in the U.S. and the remainder scattered along the storm’s path (Blake, Kimberlain, Berg,
Cangialosi, & Beven, 2013). The economic costs of this event are still being calculated (Mantell,
Seneca, Lahr, & Irving, 2013). However, one report indicated that the storm caused $7.8 billion
in commercial and residential losses and damaged an estimated 82,000 homes (Bello, 2013).
Sandy’s psychological impact continues to be assessed, and mental health issues resulting
from the storm are anticipated to remain for years, if not decades. One account indicated that,
nine months after Hurricane Sandy, survivors continued to battle depression, uncertainty, loss,
and guilt. Mental health struggles were exacerbated as survivors tried to rebuild their lives with
no possessions, minimal savings, and no permanent housing (Bello, 2013). Extended periods of
mental illness are significant, both personally and for society, considering that the need for
mental health services often exceeds demand even in the absence of a disaster (Schoenbaum et
al., 2009).
On November 8, 2013, super typhoon Haiyan hit the Philippines. The total property
damage from the storm was estimated at $14.5 billion (Rupp, 2013). The number of affected
survivors was calculated at 11.3 million, with 673,042 people displaced and thousands killed or
9

missing (United Nations Office for the Coordination of Humanitarian Affairs [UNOCHA],
2013). Research to assess mental health in the aftermath of this event is not yet available.
However, recovery efforts are ongoing as responders seek to return a modicum of health and
stability to the stricken area through continued sheltering, mental health assessments, restoration
of sanitation and water systems, financial support, and other mechanisms (International
Federation of Red Cross and Red Crescent Societies [IFRC], 2014).
Earthquakes
During the early months of 2010, poignant accounts of destruction streamed out of Haiti.
Survivors of the 7.0 Richter Magnitude earthquake experienced being “trapped in isolation”
(Speraw, Boswell, & Baksh-Griffin, 2011, p. 104) as they awaited rescue, much like the 9/11
responders who also were confined in darkness (9/11 Memorial, n. d.). In less time than it took
for news of the disaster to ripple around the globe, 316,000 Haitians were dead, 300,000 were
seriously injured, and 1.3 million were displaced. Furthermore, 97,294 houses were destroyed
and 188,383 damaged in Port-au-Prince and Haiti’s southern areas (U.S. Geological Survey
[USGS], 2011a).
While the CDC estimated that 300 to 600 persons were treated for mental or
psychological health conditions within six weeks of the tragedy, the exact number is unknown
because patients examined in Haiti’s overburdened health system prior to the earthquake were
never officially tallied. In addition, it is unknown how many of the large number of Haitian
survivors transferred to the U.S. for medical care accepted the mental healthcare offered via the
intake questionnaire they completed on arrival. The questionnaire did not include additional
mental health questions due to uncertainty about the information’s usefulness, the risk of
stigmatization and emotional harm, limited surveillance resources, the potential cultural
10

invalidity of questions, and the absence of specific symptoms in the first few weeks after the
disaster. Finally, there were ethical concerns about identifying and providing care for mental
health needs when the Haitian mental health infrastructure would not be able to provide adequate
follow-up care (Safran, Chorba, Schreiber, Archer, & Cookson, 2011).
Tsunamis
In 2011, a 9.0 Richter Magnitude earthquake occurred off the coast of Japan. The
earthquake’s tremors produced an immense tsunami that struck and damaged the Fukushima Daiichi nuclear power plants, setting off numerous explosions. The resultant containment leaks
caused radioactive materials to drift into major population areas and the Pacific Ocean. Shultz et
al. (2011) asserted that this “triplet of earthquake, tsunami, and radiation releases distinguished
the hazard profile of this event” (p. 141). The number of deaths related to this disaster (n =
20,896) far exceeded those from the 17 other earthquakes occurring in the same year (USGS,
2011b). Including the missing persons in this tally brings the potential deaths to more than
27,000. The disaster’s physical damage is estimated to quadruple that of Katrina with appraisals
ranging from $250 to $309 billion (Nanto, Cooper, & Donnelly, 2011).
Several aspects of the Fukushima-Daiichi catastrophe caused a multi-faceted impact on
victims’ mental health: perceived exposure to excessive levels of radiation; prolonged threat of
fire and explosions; persistent heat within the reactor; radiation burns to plant personnel; plumes
of radiation and subsequent leaks from the reactor site; and contamination of food and water.
These factors—along with the extended periods in which people were missing with no physical
evidence of survival or death—will result in long-term mental health effects for the Japanese
people (Shultz et al., 2011).
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Epidemics and Pandemics
The WHO (2014b) reports that the displacement and over-crowded sheltering resulting
from man-made and natural disasters can intensify the risk of pandemics. Cholera, often seen
after disasters, is a bacterial disease causing diarrhea and dehydration, and spread most
frequently through ingestion of feces-contaminated food or drinking water (CDC, 2014a). For
example, there were 48,000 cases of cholera resulting in 23,800 deaths in Rwanda in 1994
(WHO, 2014a). Currently, international health forces are working to control the global incidence
of this disease. In Haiti, cholera was noted in epidemic proportions beginning in October 2010.
Since 2010, there have been 703, 2015 cases. Of these, 393,912 affected Haitians have been
hospitalized, and 8,562 have died (Pan American Health Organization, [PAHO], 2014).
Ebola, also known as hemorrhagic fever, is the source of a more current crisis. The first
cases were reported in West Africa in March 2014, and by October 25, 2014, four cases were
reported within U.S. borders. Including the U.S., 10,141 cases have been reported from nine
affected countries (Mali, Guinea, Liberia, Sierra Leone, Nigeria, Spain, and a travel-associated
case from Senegal). Of these cases, 450 were healthcare workers. As of October 25, 2014, 4,922
deaths had been reported (WHO, 2014c).
While researchers are seeking a vaccine to fight Ebola, none has been approved. The
disease, thought to be transmitted by fruit bats, is transmitted between humans through contact
with blood, secretions, organs, or the bodily fluids of chimpanzees, gorillas, monkeys, antelope,
and porcupines who are sickened or lay deceased in tropical rainforests (WHO, 2014b). While
the use of personal protective equipment (PPE) is essential when dealing with Ebola, using the
equipment increases the risk of heat-related illness in warm, West African climates (CDC,
2014b).
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Heat-related illness also is exacerbated by conditions common to disaster/humanitarian
response: extended work hours, decreased availability of fluids, concomitant illness from
consuming contaminated food and water, limited electricity, understaffing, and lack of medical
supervision for responders (CDC, 2014b). Debate and blame are rampant as the CDC responds to
allegations that the guidelines for protecting health care workers are inadequate (Beck & McKay,
2014). In recent weeks, the CDC has scurried to update infection control measures to prevent the
spread of Ebola. Clearly, the total morbidity and mortality rate of this ongoing crisis is yet to be
determined.
The above summary of disaster/humanitarian crisis events illuminates their diversity and
provides the background for a more comprehensive discussion about the potential consequences
disaster/humanitarian crises have on survivors’ mental health. Although initial response efforts
focus on community members’ basic survival needs (food, water, shelter, and acute medical
care) and concern for the dead and missing (Safran et al., 2011), the impact such crises have on
survivors’ psychological and physical health is widely recognized. Many damaging
psychological symptoms are possible in the wake of disasters including uncertainty of life plans,
apathy, demoralization, shame, guilt, anxiety, depression, and feeling immersed in death while
living (Horowitz, 2011; Center for the Study of Traumatic Stress [CSTS], 2014a).
There is another, often overlooked, population that faces the impacts of disasters:
disaster/humanitarian responders. There are two reasons that the designation of survivorship,
commonly thought to include only those in affected communities, should be expanded to include
disaster/humanitarian responders. First, they often serve dual roles: while they come to the aid of
community members, they often live in the community, too, making them community victims as
well (Kaniasty, 2011). Second, these responders also experience psychological stress and PTSD
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symptoms after exposure to the worst consequences of major disasters: victim death and
dismemberment; moral injury from factors preventing the achievement of optimal outcomes; and
extended work hours in the absence of safety/security and basic provisions (food, water, sleep,
and shelter) (CSTS, 2014c; CDC, 2014b; Lopes Cardozo et al., 2012; Hunt, 2009; Luft et al.,
2012; Robb, 1999).
Estimating the total costs for treating disaster-related mental health issues immediately
after an event is difficult because of the number of organizations, laypersons, and professionals
offering assistance. However, a recap of activities performed in Alabama, Mississippi, Louisiana,
and Texas by the Substance Abuse and Mental Health Service Administration (SAMHSA) in
response to Hurricane Katrina provided some insight. According to the U.S. Department of
Health and Human Services (USDHHS, 2008), SAMHSA was heavily relied on by responding
agencies to provide mental health consultation and technical assistance. Consequently, FEMA
mission assignments to SAMHSA, designed to address acute mental health needs during
response and recovery, totaled $12.3 million.
Between September 2005 and June 2006, SAMHSA coordinated more than 1,200 twoweek deployments for behavioral health professionals including mental health and substance
abuse responders. In total, 91,000 counseling sessions and 13,700 referrals were conducted and
more than 47,000 psycho-educational materials were distributed. Additionally, SAMHSA
provided suicide and early intervention grants and SAMHSA Emergency Response Grants
(SERG) totaling $900,000 to the aforementioned states while also funding 20 Citizen Corps
Program (CCP) Immediate Services Program (ISP) grants and 20 Regular Services Program
(RSP) grants. SAMHSA also expanded the 1-800-273-TALK Crisis Hotline’s capacity resulting
in a 55% increase in call volume. The agency aired public service announcements during the
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initial incident and on its anniversaries. Finally, the organization provided additional staff to
supplement the two existing government offices and worked collaboratively with the
Occupational Safety and Health Administration (OSHA) to develop support strategies for
Federal workers.
The USDHHS budget to fund SAMHSA for fiscal year 2014 includes just over $361.3
million tagged for continuation of mental health services. In 2013, the agency received $10
million in supplemental finds to mitigate the mental health impact of Hurricane Sandy
(USDHHS, 2014). Understandably, SAMHSA’s role in stemming the tide of post-disaster mental
illness carries a hefty price tag.
The costs of providing long-term mental healthcare for disaster victims must be
addressed. To estimate these costs, Schoenbaum et al. (2009) developed a model showing service
usage from seven to 24 months after Hurricanes Katrina and Rita. They concluded that mental
health services provided beyond six months cost approximately $1,133 per person or $12.5
billion for the entire affected population. This price tag is minimal given an estimate that 94.8%
to 96.1% of individuals recover from disaster-related mental illness within 30 months of the
event (Schoenbaum, 2009). In fact, this cost estimate is small in comparison to the $135 billion
the U.S. spent in 2005—1.07% of the gross domestic product—on strategies to mitigate mental
illness (Mark, Levit, Vandivort-Warren, Buck, & Coffey, 2011). Furthermore, the investment is
essential to meet the Homeland Security Presidential Directive-21 (HSPD-21) (U.S. Department
of Homeland Security [USDHS], 2007) declaring that the U.S. must enhance its ability to protect
the physical and mental health of survivors; protect responders and healthcare providers;
properly and respectfully dispose of the deceased; ensure continuity of society, economy, and
government; and facilitate long-term recovery of affected citizens.
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Finally, in 2010, Healthy People 2020 (HP2020) established the goal to improve the
nation’s health by ensuring the maximum ability to prevent, prepare for, respond to, and recover
from major health incidents. Disaster related mental health issues exacerbate existing burdens on
overloaded healthcare systems. To ease this burden, disaster responses must address both acute
and chronic needs while also considering special needs populations (USDHS, 2007). Integrating
psychological health services into disaster response also is vital to HSPD-21 and the HP2020
goal. The World Health Organization (WHO, 2013f) proposed programs that target vulnerable
populations, minorities, indigenous peoples, migrants, and others affected by conflicts and
disasters. These populations encompass disaster/humanitarian responders. Yet, two crucial
questions remain. How should aid agencies prepare responders for the chaos inherent in
disasters? Can aid agencies ensure the mental health of disaster/humanitarian responders?
Theoretical Framework
Hobfoll’s Conservation of Resources (COR) theory is a general stress theory (Hobfoll,
Dunahoo, & Monnier, 1995) that has been used by a number of scientists to examine the mental
health impacts disasters have on survivors (Hobfoll, 2012). This theory served as the guiding
framework for this study as well. According to Hobfoll (1989), compared to other stress models,
his model is comprehensive, parsimonious, and directly testable, and provides clear direction for
future research. This theory was selected because its concepts permit thorough examination of
the variables identified in the literature as pertinent to the complex, disaster/humanitarian
response environment. The theory also suggests how people respond to stress and explains the
variability of survivors’ responses. Furthermore, it facilitates research beyond individual
psychology by examining a range of resources (Hobfoll, et al., 1995).
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Traumatic, extreme stress is caused by events and circumstances that are both dangerous
and uncommon in daily life (e.g. physical violence, automobile accidents, natural or
technological disasters, and war). COR theory purports that resources mediate stress in these
events. In COR theory, resources include physically tangible object resources; physically
intangible condition resources, which influence the context of life; primarily psychological
personal resources, which support daily exchanges with one’s personal environment and life
circumstances; and energy resources, which fuel the ability to support life’s endeavors (Hobfoll
et al., 1995; Hobfoll, 1989).
The primary foundation of the COR theory is that people are highly motivated to obtain,
retain, and protect resources. It follows, then, that stress occurs when there is threat of significant
resource loss, actual resource loss, or unrealized gain from resource investment (investment
without return is equivalent to resource loss). Hobfoll and colleagues identified several resources
during development of the COR theory evaluation instrument (COR-E) that also were examined
in the current study (Hobfoll et al., 1995; Hobfoll, 2012). These resources have been
encapsulated into the following categories: basic needs (food, water, and supplies essential to
respond); disaster self-efficacy; resilience; moral congruence; social support; readiness;
perceived adequacy of sleep, safety, security, education, and training; and income.
Discussion of COR theory is incomplete without reviewing its three core assumptions.
The first is that resource loss is weighted more heavily than resource gain. Consequently,
resource loss is highly associated with psychological distress. Conversely, resource gain has a
limited impact on psychological distress; therefore, the positive influence of resource gains
should not be overestimated (Hobfoll et al., 1995). The second assumption is that people must
invest resources in order to obtain, retain, and protect resources. For example, social support may
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help offset the perceived loss self-efficacy, and financial resources may be invested to produce
perceptions of success. Because of its capricious nature, loss is more relevant to traumatic stress
than other stressors. Furthermore, loss resulting from traumatic stress is pervasive, depletes
resource stores, and disables or severely limits the ability to recover (Hobfoll et al., 1995). The
third assumption is that once loss occurs, people become more vulnerable to additional losses.
Patterns of additional losses may result in rapidly forming loss spirals. Conversely, patterns of
gain occur slowly. Loss spirals can cause secondary stressors that, in combination with
additional losses, further increase vulnerability (Hobfoll et al., 1995).
Hobfoll et al. (1995) asserted that COR theory provides an ecological model that places
resources in a hierarchy from most to least valuable: community, organizational, family, and
individual. The model allows four types of predictions. First, the closer a loss is to individuals
and families, the greater its impact will be. Second, higher order losses cause individuals to have
decreased ability to cope with lower level losses. Third, the loss of support resources at one level
is partially counteracted by the existence of support resources at another level. Fourth, as higherlevel resources are depleted, the ability of lower level resources to benefit from the higher-level
resources is lost. Additionally, loss of varying levels of resources results in dissociation, which
exacerbates isolation and subsequent psychological stress.
Statement of the Problem
The trauma among first responders in natural and man-made disasters, which has
garnered increasing interest since 9/11, has relevance for other disaster/humanitarian crisis
events. Responders to 9/11 were exposed to extreme physical hazards; unprecedented trauma due
to the loss of family, friends, and co-workers; death, dismemberment, and destruction; and a
gamut of health symptoms from inhaling the caustic odors of decomposing bodies and burning
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debris (Luft et al., 2012). Furthermore, they were exposed to unique stressors associated with
disaster response as they worked over extended hours with people they did not know during a
time of shredded communication among emergency agencies (Dwyer & Flynn, 2005; Liong &
Liong, 2010). Kapila (2013b) noted that even his efforts with a few trusted colleagues to expose
the genocide in Darfur took a toll on his personal relationships and ultimately cost him his highlevel United Nations position. Thus, whether individuals are responding as a member of a large
team or small group, disaster/humanitarian crisis events exact an emotional cost.
Research into the sequelae of 9/11 and other disaster/humanitarian crises is abundant.
However, the impact of disaster/humanitarian crises on the physical and mental health of first
responders has not been fully examined through a theoretical lens. In fact, research about the
stress reactions and vulnerability of first responders is lacking in quality and theoretical support
(Alexander & Klein, 2009). It has been hypothesized that rescue workers experience short-term
rather than long-term distress after large-scale disaster and recovery operations because of the
meanings they attach to the experience (Marmar, Weiss, Metzler, Ronfeldt, & Foreman, 1996).
Negative mental health conditions as sequelae to disaster can overwhelm the public mental
health system, placing responders who are unable to get treatment at risk for adverse health and
social outcomes (Stellman et al., 2008).
Despite the burdens on the public mental health system, oversight is needed because
impaired psychological health is less apparent than impaired physical health, which may be
objectively assessed. Common psychological symptoms in first responders include anxiety,
hyperarousal, hypervigilance, painful recollections, and grief (Palm, Polusny, & Follette, 2004).
Symptoms of psychological trauma can result from exposure to the dead or grossly injured, the
risk of personal injury, work overload, vast situational uncertainty, victim/community suffering,
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moral distress from bureaucracy, and prolonged chaos (Alexander & Klein, 2009; Benedek,
Fullerton, & Ursano, 2007; Hobfoll et al., 1995; Meeker, Plum, & Veenema, 2013; CSTS,
2014c). Optimizing access to resources that mitigate stress and enhance recovery is crucial to
ensuring responders’ psychological health (National Institute of Mental Health [NIMH], 2009).
Clearly, even well trained responders are susceptible to psychological stress (Veenema,
2013). The large number of additional professionals and laypersons, within a variety of
organizations, who lend support during disasters, complicates efforts to secure mental health
resources for responders. Many of these individuals, while well intentioned, have no formal
training (Alexander & Klein, 2009; Cranmner & Biddinger, 2014), making them especially
vulnerable to psychological stress. Lay responders have been characterized as prone to becoming
consumed by a life-saving mission, thereby neglecting their basic needs to the detriment of their
physical and psychological health (Luft et al., 2012; Meeker et al., 2013). However, these
trauma-inducing characteristics also may be present in trained responders. Professional health
and relief workers, in conjunction with public safety and human services personnel, provide the
initial wave of response to both natural and man-made disasters and humanitarian events
(Benedek et al., 2007; Rutkow, Gable, & Links, 2011). The responder experience and its
sequelae must be examined in order to create strategies for keeping these workers healthy. If a
large number of responders are incapacitated or leave the vocation prematurely, future disaster
recovery efforts could suffer.
Research on disaster victims highlights several resources that influence psychological
stress during and after a disaster/humanitarian event. These include self-efficacy, resilience,
moral congruence, as well as adequate income, education, training, and social support. Although
psychological distress in disaster survivors has been widely studied, there is a paucity of
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theoretical research exploring this phenomenon and its sequelae among first responders.
Furthermore, research about responder stress responses that measure responders’ perceptions of
resource adequacy is limited.
Purpose
The purpose of this mixed methods study was twofold. The first was to apply Hobfoll’s
(1989) COR theory to predict psychological stress based on responders’ perceptions of resource
adequacy. The second was to use qualitative interviewing to gain a more comprehensive
understanding of the disaster/humanitarian responder experience.
Significance of the Problem
According to the 2012 State of the Humanitarian System Report from the Active
Learning Network for Accountability and Performance (ALNAP), there has been scant to no
improvement in a number of areas since the previous report in 2010. One issue is the lack of
response timeliness—regardless of disaster type, organization, or region—due to high staff
turnover (ALNAP, 2012; Humphries, 2013). High turnover increases burdens on humanitarian
organizations and care recipients (Johnson, 2011; Schwartz, 2011). Additionally, high turnover
rates increase the difficulty of providing an adequate number of staff trained to respond
appropriately within the cultural and political environment into which they will be deployed, and
call into question the quality of the staff’s skills and the care they provide (Humphries ,2013;
ALNAP, 2012).
ALNAP (2012) contended that the humanitarian system lacks adequate coverage and
sufficiency because funding and human/material resources grow at a slower pace than the rate of
need. This issue is exacerbated by pressure from major donors who are concerned about the cost
efficiency of organizational activities and structures (ALNAP, 2012; Humanitarian
21

Accountability Partnership [HAP], 2013). These issues are not easily resolved when responders
are consistently unprepared in the areas of language, political climate, technical knowledge, and
HAP accountability principles. Additionally, evidence suggests that increased accountability
enhances efficiency, sustainability, and responders’ ability to meet the needs of those they serve
(HAP, 2013). Finally, ill-prepared humanitarians demonstrate higher levels of psychological
trauma resulting in increased turnover and decreased productivity in the field (Antares
Foundation, n. d.; Berk, 1998; Cranmer, 2012; Lopes, Cardozo et al., 2012; McKibben et al.,
2010).
Because nurses staff 70–90% of all humanitarian health programs (Johnson, 2011), the
mental health of first responders is an important issue for the nursing discipline. Furthermore, as
the largest global healthcare workforce, nurses stand at the threshold of opportunity to coordinate
responses to disaster and humanitarian events (Johnstone & Turale, 2014). New knowledge
about this topic can help the nursing profession influence policy development about
disaster/humanitarian organization programing and practice, as well as post-disaster
interventional support for first responders. In fact, nurse policy makers are in a unique position to
guide policy creation in the wake of changes from healthcare reform and the push to lower costs.
There is a gap in current, peer-reviewed, global crisis literature about mental health
(Chan & Burkle, 2013; NIMH, 2009). Despite the impact psychological stress has on first
responders’ and aid recipients’ physical and mental health, as well as the disaster/humanitarian
sector in general, there is a paucity of theoretically based research examining this phenomenon.
This study was designed to help fill this knowledge gap by examining the psychological stress of
disaster/humanitarian responders using a mixed methods design, Hobfoll’s COR theory, and
phenomenological methods to gain greater insight into the responder experience.
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Personal Interest in the Research Topic
My role in the nursing profession is characterized by caring, compassion, and a desire to
help others. I am pursuing my doctoral studies at the University of Tennessee-Knoxville (UTK)
to gain expert knowledge that, when necessary, will enable me to advocate on behalf of those
who cannot speak for themselves. My travels to the villages of India, the clinics of China, cities
across America, and numerous European locales increased my awareness of the suffering of
humankind. For many, good health is a gift. For others, pain, suffering, and need are a constant
burden. My discomfort came from the realization that, as one person, I could not begin to resolve
the distress I had witnessed.
During the course of my studies, faculty who were cognizant of my desire to contribute to
world health encouraged me to obtain certifications in both Global Disaster Nursing and Public
Health Policy. While completing these certificates, I joined several organizations that support
disaster/humanitarian responses and the policies supporting these missions. Subsequently, I was
fortunate to attend several international conferences and hear the stories of individuals who have
participated in numerous disaster/humanitarian response missions.
My understanding of the complexity of disaster/humanitarian responses increased during
my interaction with peers, real-time exploration of current issues, and participation in roundtable
discussions. Consequently, I began to examine the literature for several human resource issues
including the professionalization of the humanitarian sector; the retention of experienced
responders; the need for evidence-based practice, quality assurance, and outcomes research; and
a broad range of training topics.
I learned that responders face many complex tasks and ethical compromises in their
work. Intrigued, I began exploring responder motivation through informal conversations and a
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literature review. This inquiry revealed that moral consciousness drives responders’ service to
others. In other words, moral imperatives guide ethical practice in much the same way
professional standards guide professional practice. I conclude that, although specific practice
standards provide guidance in the disaster/humanitarian field, these workers’ service to others is
driven internally by moral consciousness. I formulated a hypothesis that, much like members of
the armed forces, responders in the field often focus solely on their missions while neglecting
their own physical and mental self-care. To confirm or refute this hypothesis, I began to examine
the effects that responders’ work has on their physical and mental health.
I adhere to the Nightingale assertion that self-care is essential for attaining quality in care
and relationships; longevity in fulfilling one’s calling; and physical and mental health (Beck,
2005). Consequently, I assert that the physical and mental health of responders is vital to
optimizing response and recovery efforts. My goal with this study was to contribute to the
scientific literature by examining several factors that may result in altered mental health. It is my
hope that this research, guided by theory, provides insight into policies and procedures necessary
to promote good physical and mental health among responders.
Research Questions
Quantitative
This study was conducted in an effort to determine, from a post-positivist perspective, if a
responder’s level of psychological distress can be predicted by their object resources, personal
characteristics, conditions, and energy resources. A second but no less important objective was to
examine if any predictive relationships existed between select variables. The specific research
questions used in the study are listed below.
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1. Do participants who perceive adequacy of object resources (food, water, shelter, safety, and
essential supplies to respond), personal characteristics (moral congruence, greater disaster selfefficacy, resilience, social support, and readiness), conditions (adequate sleep, safety, and
security), and energy resources (education, disaster-specific training, and income) experience
less psychological stress than those who do not?
2. Is there a relationship between perceived adequacy of essential supplies (e.g. medical and
communications equipment and medications) and perceptions of disaster self-efficacy?
3. Is there a relationship between perception of disaster self-efficacy and resilience?
4. Is there a relationship between moral congruence and resilience?
5. Is there a relationship between moral congruence and disaster self-efficacy?
6. Is there a relationship between perceived adequacy of essential supplies and moral
congruence?
7. Is there a relationship between perceived adequacy of essential supplies and resilience?
8. Is there a relationship between perceptions of social support and readiness to deploy?
9. Is there a relationship between income and readiness to deploy?
10. Is there a relationship between perceptions of adequacy of sleep and greater sense of disaster
self-efficacy?
Qualitative
Phenomenology, rooted in the constructivist paradigm, was used to gain a more
comprehensive understanding of the disaster/humanitarian responder experience. During onehour, open-ended interviews, participants were asked, “In your own words, what is it about your
disaster/humanitarian response event that stands out most to you?” Probes and prompts, based on
participant responses, encouraged them to expand on their personal narratives by exploring the
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facets of their response they identified as most significant, whether resources, decision-making,
interpersonal relations, moral conflict, emotional impact, or some other element.
Theoretical Definitions
Psychological Stress
Psychological stress is conceptually defined as a reaction to the environment in which
there is a threat of a net loss of resources or a lack of resource gain following the investment of
resources. Actual and perceived loss or lack of gain are sufficient to cause stress (Hobfoll, 1989).
Psychological stress was operationalized with the Impact of Event Scale Revised (IES-R)
(Weiss, 2004) and the six-item Kessler Psychological Distress Scale (K6) (Kessler et al., 2008).
Resources
Resources have instrumental value and help define who a person is. As such, resources
are objects, personal characteristics, conditions, or energies that are valued or serve as a means to
attain other objects, personal resources, conditions, or energies (Hobfoll, 1989).
Object Resources
Object resources are linked to socioeconomic status and are valued because of their
physical nature or their ability to influence secondary status based on their rarity and expense.
Object resources are operationalized by perceptions of the adequacy of shelter, water, food, and
essential supplies needed to respond. Essential supplies include medical and communication
equipment and medications. Object resources were measured by the answers to questions,
formulated by the Primary Investigator (PI), on the demographic form.
Personal Characteristics
Personal characteristics are conceptually defined as resources that enhance stress
resistance (Hobfoll, 1989). Personal characteristics were operationalized as moral congruence,
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disaster self-efficacy, and resilience. These variables were measured using a modified version of
Moral Injury Events Scale (MIES) (Nash et al., 2013) the Disaster Self-efficacy Scale (DSES)
(Nypaver, 2011), and the Connor-Davidson Resilience Scale (CD-RISC) (Connor & Davidson,
2003).
Conditions
Conditions are conceptually defined as valued or sought after resources (Hobfoll, 1989).
Conditions were operationally defined as social support, readiness to deploy, and perceptions of
adequate sleep, safety, and security. Conditions resources were measured by PI-formulated
questions on the demographic form, the American Red Cross (ARC) Readiness to Deploy
Survey (RTDS), and the Coppel (1980) Perceived Social Support Scale (PSSS).
Energy Resources
Energy resources are not characterized by intrinsic value but by their ability to optimize
acquisition of other kinds of resources (Hobfoll, 1989). Energy resources were operationalized as
highest degree of education completed, disaster-specific training, and income. Energy resources
were measured through PI-formulated questions on the demographic form.
Definitions of Key Concepts
First Responder
First responders are individuals who work in the fields of public safety and public health
and non-traditional responders who work in the aftermath of disasters and assist with restoration
of a community’s health and safety infrastructure in extreme conditions (Benedek et al., 2007).
For this study, the sample of first responders was limited to nurses, physicians, physician
assistants (PA), emergency medical technicians (EMT), paramedics, and firemen.
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Major Disaster
Major disasters are defined as man-made or natural events, international or domestic, that
exceed the ability of the community and/or the region to respond resulting in the need for
supplemental aid (Veenema, 2013).
Moral Congruence
Moral congruence is the absence of a violation to deeply held moral and ethical beliefs
and expectations by self or others. Moral congruence was measured using a modified version of
the MIES (Nash et al., 2013).
Disaster Self-efficacy
Disaster self-efficacy is defined as one’s “level of confidence in their ability to function
efficiently and successfully in a disaster scenario. High self-efficacy reflects a confidence that
one can perform a given task. Low self-efficacy reflects a lack of confidence that one can
perform a given task” (Nypaver, 2011, p. 62). Disaster self-efficacy was measured using the
DSES (Nypaver, 2011).
Resilience
Haase (2009) defined resilience as positive adjustment despite adversity. More broadly,
resilience is characterized by strengths to buffer stress appraisals or lessen the occurrence of
adverse consequences. Inherent in the definition of resilience is attainment of flexibility in
managing stressors to gain a positive outcome, self-transcendence, self-esteem, and a sense of
confidence/mastery (Haase, 2009; Sorenson & Harris, 2012). Resilience was measured using the
CD-RISC (Connor & Davidson, 2003).
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Readiness
Readiness is defined as the ability to deploy given the degree of support from family,
employer, and the organization with which the responder is working (if applicable).
Additionally, readiness encompasses one’s personal ability to handle stress and assumes that
financial and other matters that assure personal and family health, if applicable, are adequate
during deployment. Readiness was measured by ARC’s RTDS (ARC, 2012).
Safety
Safety is defined as a state of being physically safe with freedom from actual occurrence
or risk of injury, danger, or loss (Dictionary.com). Safety was measured through PI-formulated
questions on the demographic form.
Security
Security is defined as awareness of the secure nature of personal belongings and
equipment necessary to perform assigned duties. Security was measured by PI-formulated
questions on the demographic form.
Assumptions
Several assumptions were made about the predictors of psychological stress among
disaster/humanitarian responders:
1. Responders involved in response and recovery efforts for major disaster/humanitarian events
have a greater risk of psychological stress than those who respond to events that do not require
assistance outside the local community.
2. People can recall their disaster/humanitarian response experiences with enough specificity to
participate in the study meaningfully and honestly.
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4. The disaster/humanitarian response experience is similar to that of the local community
disaster survivor.
5. Identifying predictors of psychological stress among responders will enable the formulation of
policies and procedures to enhance their physical and mental wellness.
6. Study instruments are sensitive enough to discern adequately variances in the
disaster/humanitarian responders’ experiences.
Delimitations
Study participants were required to


be at least 18 years of age or a legal adult in their state of residence;



be willing to provide voluntary, written informed consent;



have responded to one or more major disasters (foreign or domestic man-made or natural
disasters or humanitarian efforts);



speak and write in English; and



have computer access to respond to study questionnaires.

First responders who did not meet all of these conditions were excluded from the study.
Individuals who acknowledged acute distress, cognitive impairment, or suicidal ideation also
were excluded. Furthermore, participants were limited to nurses, physicians, PAs, EMTs,
paramedics, and firefighters since these professionals are noted in the literature to be the first to
respond to disaster/humanitarian events. Responders who participated in medical mission trips
that were not part of an organized humanitarian relief effort or disaster response did qualify for
study inclusion.
Prospective participants meeting the above criteria were recruited from several
organizations including, but not limited to, the USDHS, state Disaster Medical Assistance Teams
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(DMAT), military reserves, the ARC, and WADEM. Additionally, participants were sought from
Baptist Disaster Relief, the Church of Christ Disaster Relief Effort, Catholic Relief Services
(CRS), and the Holston Conference of the United Methodist Church. Flyers with details of the
study were shared electronically within these organizations to enhance participant recruitment.
Flyers also were distributed at scholarly conferences and electronically through professional
networks, and participants were asked to refer others who may be willing to share their
experiences.
Summary
This mixed methods study was designed to produce valuable information to enable the
nursing profession and humanitarian organizations to develop interventions to mitigate the
negative mental health effects of disaster/humanitarian events on first responders. While there is
ample research on the effects of disaster/humanitarian events on members of stricken
communities, first responders are at risk of becoming victims themselves. Research regarding
stress reactions and vulnerability of first responders is lacking in quality and theoretical support
(Alexander & Klein, 2009). Researchers have hypothesized that rescue workers experience
short-term rather than long-term distress in the aftermath of large-scale disaster and recovery
operations because of the meanings they attach to the experience (Marmar et al., 1996).
Consequently, this mixed methods study used Hobfoll’s COR theory (1989) and
phenomenological methods to add to the scientific literature regarding the effects of
disaster/humanitarian events on psychological health of first responders.

31

Chapter Two: Literature Review

Introduction
This chapter presents an overview of the humanitarian system, followed by a selection of
research regarding mental health and the psychological impacts of disasters. COR theory, the
guiding framework for this study, is reviewed briefly, as a more in-depth discussion was
presented in Chapter One. This order of presentation was selected to promote optimal
understanding of the study’s theoretical concepts.
An initial literature search was conducted using the following databases: the Cumulative
Index for Nursing and Allied Health (CINAHL), Pub Med Central (PMC), PsychInfo, Social
Science Index, and the Homeland Security Database. The following key words were searched:
disaster response, major disaster, PTSD, and psychological stress. Additional searches included
concepts of interest based on the initial search findings. To ensure that the study was well
informed, literature initially accepted for review was delimited to the years between 1993 and
2014. All research reports were presented in English using human subjects. Because of the
paucity of theoretically based literature regarding the experience of first responders, gray
literature also was reviewed.
Overview of Disaster/Humanitarian Aid
Historically, humanitarian aid has been understood as pertaining to provision of
lifesaving material goods and protection from violence for persons at risk because of war or
insurgency (Walker, Hein, Russ, Bertleff, & Caspersz, 2010). Today, humanitarian action
encompasses activities to save lives and alleviate suffering imposed by natural or conflict related
disasters (ALNAP, 2012). Popular opinion holds that humanitarianism is an industry, with relief
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agencies competing with each other for media coverage, marketing, and branding to achieve high
profiles to secure funding (Cordoba, 2010; Donini, 2010; Growth of aid, 2010; Subbarao, Wynia,
& Burkle, 2010; Walker et al., 2010).
In the current economy, subsidies are essential to disaster/humanitarian work as funding
is stretched to cover many service areas including preparedness, disaster risk reduction, recovery,
infrastructure restoration, provision of services in the absence of state-led alternatives, and
activities to increase community resilience. Concerns for adequate funding in this sector are
exacerbated by the requirement that organizations demonstrate ongoing effectiveness to earn
financial support (ALNAP, 2012).
Currently, many organizations are being asked to improve and subsequently give
evidence of effectiveness in the following areas: effectual leadership in disaster stricken
countries, preparedness and surge capacity for response, adequate skilled staff to perform needed
tasks, and the ability to monitor response effort efficiency and provide accompanying
evaluations from host countries (ALNAP, 2012; Walker et al., 2010). Although it is difficult to
calculate the number of disaster/humanitarian responders and organizations, ALNAP reported
that 274,238 relief workers were scattered around the globe striving to mitigate suffering from
humanitarian crises in 2012. Many of these workers came from one of the 4,400 agencies
dedicated to ensuring humanitarian action (ALNAP, 2012).
The international non-governmental organization (INGO) field has long been dominated
by a handful of well-established organizations whose efforts are influenced by Western medicine
(ALNAP, 2012). This is despite some assertions that Western medical practices can present
negative consequences within the complex disaster/humanitarian environment (Jobe, 2011;
Subbarao et al., 2010).
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Walker and Maxwell (2009) aptly described several hallmarks of humanitarian crises,
“People rendered vulnerable by economics, politics, or geography; a hazard that overwhelms
normalcy; and a determined, inventive, and harsh struggle to survive” (p. 7–8). In light of this
description, Walker and Maxwell asserted that current disaster/humanitarian response practices
must change to accommodate ever-evolving global economic and political influences. This call
for modification is magnified by the conflict between disaster/humanitarian responder
organizations’ adherence to humanitarian principles and the lack of donor support for these
efforts (ALNAP, 2012). The task before disaster/humanitarian organizations is daunting, and
stressors inherent in national and global crises impact responders’ mental and physical health. To
ensure optimal efficiency and capacity to respond, the health of disaster/humanitarian workers
must be protected.
Psychological Stress in Disaster
While a majority of literature examining psychological stress in disaster/humanitarian
events focuses on local survivors, it is important to recognize that survivors and responders share
a common environment and similar trials and challenges. Kaniasty (2011) asserted that
disaster/humanitarian first responders are likely to become victims of the experience. Because an
understanding of the psychological impact of disaster—on survivors or responders—is essential
to the purposes of this research, it is important to review extant literature on survivor
experiences. While a small number of studies downplay the impact disasters have on survivors’
mental health (Almedom, 2005; Gibbs, 1989), most emphasize the damaging effects. Symptoms
of psychological trauma may occur as a result of exposure to the dead or grossly injured, risk of
personal injury, work overload, vast situational uncertainty, victim/community suffering, moral
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distress as a result of bureaucracy, complex ethical decision-making dilemmas, and prolonged
chaos (Alexander & Klein, 2009; CSTS, 2014c; Hunt, 2009; Hunt, 2011; Meeker et al., 2013).
Man-made Events
Terrorist Attacks
The chaos inherent in terrorist attacks is suspected to have significant long-term effects
on the health and mental well-being of survivors, with PTSD the most commonly noted
condition that often co-exists with numerous other emotional and physical disorders (Stevens et
al., 2013; Perlman, 2011). Conflict in an ever-changing world is unpredictable and yields
terrorist activities enacted by numerous groups or individuals who are motivated by strong
beliefs. Such was the case in 2002 when Jemaah Islamiyah operatives set off a bomb in Bali as
part of their holy war to “protect Afghans from America” (BBC News, 2010).
Stevens et al. (2013) conducted a cross sectional study (N = 55) examining the mental
and physical health status of people directly exposed to and/or bereaved from the Bali bombing.
The study measured the relationship between demographic and exposure factors and physical
and mental health outcomes. The exposure factors included lifetime traumatic incident exposure,
presence in Bali during or after the bombing, participation in search and rescue efforts within the
first 48 hours of the bombing, and causes of bereavement. Social support, resilience,
psychological stress, PTSD, and grief also were focus areas. Findings indicated that eight years
after the bombing, a significant number of individuals within the sample continued to experience
increased psychological distress and traumatic stress related symptoms. Furthermore, a
significant relationship between event related physical injury, psychological distress, and
functional impairment was noted.
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Stellman et al. (2008) responded to a U.S. Congress-directed initiative to assess the health
of thousands of WTC workers after their exposure to hazardous environmental conditions and
psychological trauma. These researchers cited numerous factors that accounted for alterations in
post-9/11 mental and physical health: exposure to the post-attack caustic environment,
psychosocial stressors attributed to extended work hours, grueling labor within chaotic settings,
fear for personal safety, handling victims’ body parts and personal items, and close proximity to
recovery activities. Consequently, these factors served as a foundation for Stellman et al.’s
descriptive study (N = 10,132) examining mental health outcomes, social function impairment,
and psychiatric comorbidity among WTC workers and the perceived symptomology of their
children. Findings indicated that these workers exhibited significant chronic psychological
morbidity with extensive alterations in social functioning from rescue, recovery, and cleanup
efforts. Post-disaster comorbidities of probable depression and panic disorder also were noted.
Furthermore, an elevated risk of PTSD and emotional instability was noted when first responders
experienced the loss of a family member. In fact, the loss of a family member or friend was
suspected to be a catalyst to symptoms of depression, anxiety, and excess alcohol consumption
reported by respondents.
Finally, 11.1% of Stellman et al.’s sample also was determined to have probable PTSD.
This finding was similar to that of Hoge et al.’s (2004) longitudinal, cross-sectional study (N =
6,231) in which 15.6 to 17.1% of soldier participants returning from Iraq and 11.2% of soldier
participants returning from Afghanistan demonstrated symptoms of major depression,
generalized anxiety, or PTSD, with PTSD being the most prevalent.
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Natural Disasters
Earthquakes
Shultz et al, (2012) examined the effects of indirect exposure to the 2010 Haitian
earthquake on the mental health of Haitian immigrants (N = 42) residing in Miami, Florida. The
immigrants’ symptoms stemmed from the experiences of family and friends residing in Haiti at
the time of the earthquake. Findings included symptoms of major depression, complicated grief,
generalized anxiety disorder, and diminished physical and mental health status.
Technological Disasters
Factors affecting mental health in Japan following the 2011 tsunami included minimal
warning of the impending event, desperate flight from destructive waters, injuries from flowing
debris, ruination of homes, displacement as a result of necessary sheltering, observations of death
and dying, and limited information on the status of missing persons (Shultz et al., 2011). The
disaster was compounded by what many claim to be human error at the Fukushima Nuclear
Power plant. Reports indicated that cost cutting was given precedence over safety measures to
protect the facility and its workers (Maeda & Sieg, 2012). The mental health impact of this
disaster may fade with time; however, it has been noted that survivors of technological disasters
(i.e. those resulting from human error) may demonstrate feelings of hostility and anger for an
extended period (Green & Solomon, 1995).
Lopes Cardozo et al. (2012) conducted a longitudinal study (N = 212) examining the
consequences of numerous chronic and traumatic stressors on international aid workers
providing emergent care. The study was non-specific regarding disaster type. The study’s aim
was to determine if personal, organizational, and work related stressors predicted alterations in
mental health, burnout, and life satisfaction. Data collection was performed pre-deployment,
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immediately post-deployment, three months after returning home, and six months after returning
home. In comparison with pre-deployment measures, humanitarian workers returning home were
found to be at an increased risk for depression, anxiety, psychological distress, and burnout due
to emotional exhaustion. Those with previous mental illness, personal stressors (e.g. chronic
illness or a major vehicle accident), and victims of domestic violence were particularly
susceptible. These findings, consistent with those of Gibbs (1989) and Murphy, Norbeck,
Weinert, Cardea, and Lenz (1987), are relevant to Benedek et al.’s (2007) assertion that “disaster
does not occur in a vacuum (p. 59).” Rather a disaster’s mental health impact must be evaluated
in light of social and interpersonal factors that may or may not be directly associated with the
event (Benedek, et al.). Finally, traumatic exposure during deployment was significantly related
to post-deployment depressive symptoms; however, the effect diminished three to six months
after deployment (Lopes Cardozo et al., 2012).
This overview of literature about the psychological impacts of disaster indicated that,
while responders’ experiences vary, psychological stress and related alterations in mental health
are common denominators. Stevens et al. (2013) asserted that previous research has only
examined disaster consequences for three to four years after the event and recommended the
long-term monitoring of survivors. Unfortunately, high participant attrition and the significant
investment of time and resources needed for longitudinal studies make them difficult to perform.
The atheoretical nature of the majority of current studies also is a problem. The fact that disaster
survivors continue to suffer from alterations in physical and mental health for many years after a
disaster—including receiving treatment for anxiety, depression, and PTSD—supports the need
for theoretically based inquiry.
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Epidemics and Pandemics: Ebola Virus Disease
As of October 15, 2014, one healthcare worker who served in Guinea with Doctors
Without Borders has been hospitalized in New York after being confirmed as a victim of Ebola.
Additionally, two healthcare workers became infected with Ebola in October after caring for
deceased patient, Eric Duncan, in Texas during the same month. In recent days, CBS News
carried reports that in Texas, children of healthcare workers who provided care to the deceased
were declined access to school until it was evident that the children were free from illness.
Furthermore, local dentists denied appointments to healthcare providers and delayed scheduling
appointments until December 2014, to ensure that the workers were healthy prior to receiving
dental services (CBS News, 2014). The stigma and fear surrounding the disease appears to have
paralyzed the work, leisure, and travel activities of all concerned.
Although air travel from affected countries has not been halted, the CDC (2014e) now
requires that travelers from those areas self-monitor for 21 days from the date of their departure.
During this time, local health officials also will monitor the traveler. Furthermore, airlines have
been instructed to screen for sick travelers coming from Guinea, Liberia, or Sierra Leone, and
other countries where the virus still rages. In the event of travel to these areas or the presence of
fever, sore throat, headache, muscle pains, vomiting, diarrhea, or unexplained bruising or
bleeding, the passenger can be denied boarding privileges (CDC, 2014d). While some might
assert that the current anxiety is due to media frenzy, healthcare workers, and people in general,
experience legitimate anxiety from fear of the possible risk of contracting the disease.
Brief Review of Theoretical Framework
COR theory (Hobfoll, 1989; Hobfoll et al., 1995) purported that stress is mediated by the
presence of resources. Consequently, resources are highly valued if already possessed, or sought
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after because they act as vehicles to attain highly valued things. These resources include
physically tangible object resources; physically intangible condition resources, which influence
the context of life; primarily psychological personal resources, which support daily exchanges
with one’s personal environment and life circumstances; and energy resources, which fuel the
ability to support life’s endeavors (Hobfoll et al., 1995; Hobfoll, 1989).
In this study, resources were given operational definitions. Object resources included the
basic needs of food, water, shelter, and essential supplies to respond. Personal characteristics
consisted of moral congruence, disaster self-efficacy, resilience, social support, and readiness.
Condition resources were adequate sleep, safety, and security. Energy resources included
education, disaster-specific training, and income. Following is a presentation of literature
examining the aforementioned concepts.
Object Resources
Basic Needs
For this study, object resources were conceptualized as basic needs. Since Abraham
Maslow (1970) presented his Hierarchy of Needs theory, which asserted that lower needs must
be satisfied before higher needs can be met; there has been widespread acceptance of the idea
that meeting basic needs is essential to optimal functioning (Freedy, Shaw, Jarrell, & Masters,
1992). This assumption is especially pertinent in times of catastrophe, when in the chaos of
disaster first responders must have access to air, food, water, and sleep.
Lopes Cardozo et al. (2012) examined the impact of chronic and traumatic stressors on
disaster/humanitarian responders (N = 211) providing emergent care. One component of the
study was assessing the availability and adequacy housing, privacy, water, and electricity. The
study determined that improving responders’ accommodations reduced the impact of chronic
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stressors during deployment. Specifically, chronic stressors were significantly associated with
depression, anxiety, and emotional exhaustion.
Paxson et al. (2012) noted similar findings in their study of the on-going mental health
consequences of Katrina among low-income mothers (N = 532). For these victims, lack of basic
needs (i.e. water, food, adequate shelter, and medical care), death of friends and/or family
members, and home damage resulted in psychological stress that remained a concern years after
the event.
Essential Supplies
For this study, the supplies needed to provide humanitarian relief (medical equipment,
medications, and communication systems) also are considered basic needs because they allow
responders to meet their full potential within the disaster/humanitarian setting. This assumption
is congruent with Hobfoll’s (2012) assertion that disasters have the potential to undermine
physical safety, the availability of clean air and water, street cleanliness, medicine access, and
other resources available to individuals outside of the disaster/humanitarian setting. Lack of
effective communication systems were found to have a major influence on responders after the
WTC terrorist attacks with documented increases in panic, confusion, and frustration among first
responders as the event unfolded (Liong & Liong, 2010).
Personal Characteristics
Self-efficacy
Bandura, Adams, and Beyer (1977) asserted that self-efficacy is an individual’s belief
that their personal capabilities will allow them to perform in a manner that influences life events.
Some researchers have theorized that those with a greater perception of self-efficacy are less
affected by stressful events (Schwarzer & Jerusalem, 1995).
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Several studies found a negative relationship between self-efficacy and symptoms of
psychological stress and depression (Heinrichs et al., 2005; Murphy et al., 1987; Regehr, Hill, &
Glancy, 2000; Regehr, Hill, Knott, & Sault, 2003). More recently, Prati, Pietrantoni, and
Cicognani (2010) conducted a cross-sectional study that assessed the moderating effects of selfefficacy on quality of life and stress appraisal among rescue workers with a service record of one
to 40 years (N = 451). The findings indicated that rescue workers with high levels of selfefficacy were less affected by high-stress conditions than were those with low levels of selfefficacy. The researchers speculated that the workers’ use of their skills and resources served as
their coping mechanism. Furthermore, the researchers asserted that a rescue worker’s belief in
his or her ability to control events promoted resilience. Gibbs (1989) linked survivor’s perception
of control to the retention of their belief in their ability to control outcomes. It makes sense that
psychological stress may occur if this belief is diminished or eliminated.
Resilience
While Lopes Cardozo et al.’s (2012) study of basic needs did not include the concept of
resilience, the researchers asserted that studies should be conducted to examine the relationship
between the resilience and mental health of humanitarian aid workers. Several studies examining
the concept in local community survivors were identified. Stevens et al. (2013) conducted a
cross-sectional study to examine mental and physical health status of local survivors directly
affected by the 2002 Bali bombing (N = 115). Findings indicated that post-disaster psychological
support resulted in greater resilience and physical health. Conversely, lack of psychological
support resulted in decreased resilience and poorer physical health. Finally, although a number of
participants demonstrated high levels of resilience and physical health, they continued to
experience PTSD symptoms and psychological distress nearly a decade after the bombing.
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In contrast, one study found little or no relationship between resilience and psychological
distress symptoms. McNally et al. (2011) conducted a prospective, longitudinal study of health
professionals serving during Operation Iraqi Freedom (N = 122) to determine if a repressor
coping style and resilience predicted decreased PTSD symptoms. While the findings indicated no
relationship between resilience and PTSD symptoms, higher levels of trait-anxiety were
correlated with PTSD symptoms regardless of coping style.
McNally et al.’s study is opposed by Pietrzak, Johnson, Goldstein, Malley, and
Southwick’s (2009) study of a sample (N = 272) of veteran reservists and National Guardsmen
retirees who served in Operation Iraqi Freedom and Operation Enduring Freedom. The
researchers conducted a descriptive analysis of resilience, compared the results of the analysis
between those with and without PTSD, and examined if resilience and social support protected
against traumatic stress and depression symptoms after controlling for demographic variables
and severity of combat exposure. The study indicated an inverse relationship between resilience
and traumatic stress symptoms. Furthermore, participants with lower levels of resilience and
social support demonstrated higher levels of PTSD symptoms, psychological stress, and
depression.
A final article discussing the concept of post-traumatic growth (PTG) was reviewed.
Post-traumatic growth, a term coined by Calhoun and Tedeschi, is defined as the development of
a positive outlook towards change after a traumatic event. Five major outcomes of post-traumatic
growth include enhanced relationships with others, greater appreciation for life, a positive
outlook regarding the future, positive alterations in spirituality, and enhanced personal strength
(Calhoun & Tedeschi, 2004). This article was relevant to this study because there is speculation
of an inverse relationship between resilience and post-traumatic growth (i.e. high levels of
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resilience result in less positive change after a traumatic event) (Levine, Laufer, Stein, HamamaRaz, & Solomon, 2009). However, research regarding the experience of PTG and its
characteristics among disaster/humanitarian responders is limited despite knowledge that those
who demonstrate signs of resilience and PTG are less susceptible to psychological stress and
PTSD.
Moral Congruence
Peter and Liaschenko (2004) asserted that morality is integrally woven into the
organization of social practices. I contend that morality is woven into the social contract between
disaster/humanitarian responders and survivors. This contention follows naturally from the
fundamental view that contemporary rescue efforts are based on the humanitarian assertion of
individuals’ right to give and receive assistance wherever necessary to prevent and alleviate
human suffering, and protect and ensure respect for all human beings without discrimination
(Sphere Project, 2011; Walker & Maxwell, 2009). However, the extent to which healthcare
practitioners in the humanitarian field apply ethical principles to moral decision-making
processes is not known (Hunt, 2011; Johnson, 2011).
When rendering assistance, humanitarians are exposed to chaotic environments riddled
with morally complex situations and may perform activities that result in unintended harm (Hunt,
2009). In disaster settings, psychological trauma may be caused by exposure to dead or grossly
injured victims, the risk of being injured, overwork, individual and group suffering, moral
distress from organizational requirements, and extended chaos (Alexander & Klein, 2009;
Meeker et al., 2013; CSTS, 2014a). Furthermore, forces within the responder’s organization or
response team have the power to push into the background values that normally affect personal
behavior (Lönnqvist, Walkowitz, Wichardt, Lindeman, & Verkasalo, 2009). A classic example is
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disaster triage versus traditional triage practice. For these reasons, disaster/humanitarian
responders, who are immersed in efforts to mitigate poverty, suffering, and death, often are
confronted with morally complex situations. Moral decision-making may be difficult when
organizational guidelines directing ethical conduct are elusive and personal motivations vary.
Hunt (2009) concluded that humanitarian work is a morally complex activity
characterized by family and friends who are geographically distant, extended work hours,
ethically charged dilemmas, rapid change, and volatility mixed with intervals of tedium and
routine. Moral incongruence may occur as responders, accustomed to providing individualized
care, reorient their thinking to provide population-based care in the face of insufficient supplies,
inadequate infrastructure, and lack of trained personnel (Hunt, 2009; Hunt, 2011).
The guidance regarding resource allocation in a crisis is fluid, shifting constantly due to a
lack of empirical evidence to use as a road map and the interjection of values-based decision
making in effort to ensure distributive justice (Hodge, Hanfling, & Powell, 2013; Knebel,
Sharpe, Danis, Toomey, & Knickerbocker, 2014). In 2012, the Institute of Medicine (IOM)
released a document to guide crisis standards of care (CSC). The guidance includes a
recommendation that healthcare workers maintain ethical and professional standards in CSC and
focus on the ethical principles of fairness, duty to care, and duty to steward resources.
Hodge et al. (2013) suggested several legal issues to consider when implementing CSC:
access to care, patient interests, coordination of services, liability, reimbursement, jurisdictional
cooperation, and allocation of resources. Questions addressing allocation of resources must
inquire if the process is fair and non-discriminatory, if the plan is legal, and if it is to be
performed within the limitations of existing policy. Ultimately, responders must make decisions
about who will receive services and benefit from available resources.
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Knebel et al. (2014) indicated that awareness of the ethical implications of lack of
essential supplies to respond is present at individual, organizational, and federal levels. Ethical
decision-making frameworks based on medical and public health ethics to ensure justice in
resource distribution are being explored at the federal level. It is suggested that decision-making
frameworks be developed at the organization and responder level as well. The proposal is
problematic given the influence that variability of disaster-specific characteristics and the
psychosocial factors of a given community have on decision-making (Flynn & Speier, 2014).
As long as resources are scarce, responders may experience guilt because of their
inability to provide greater assistance (CSTS, 2014a). In some circumstances, strategic stockpiles
and sharing resources among communities are inadequate to meet response needs (Knebel et al.,
2014). Consequently, responders must provide the best care possible with minimal resources.
Anecdotal reports indicated that in the 2010 Haitian crisis, 90% of responders had no
previous disaster response experience (Ivers, 2011; Johnson, 2011). Inexperienced responders
may be unprepared for resource scarcity and conflicts between organizational policy and local
laws. As a result, they may experience moral distress from incongruence in the application of
ethical principles.
Although professionals are guided by training, licensing boards, and professional ethical
behavior in traditional settings, transplantation to the humanitarian field challenges previous
learning and influences the way individuals cope with ethical dilemmas (Schwartz, 2011).
Consequently, moral conflict may arise as responders strive to determine the acceptability of
performing tasks outside the normal scope of practice. This decision-making process involves
applying practical wisdom—born of experience and contextual detail—to derive a correct course
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of action given the situation’s characteristics and knowledge gained from analyzing previous
choices (Hunt, Schwartz, & Fraser, 2012).
Four moral values appear consistently within the ranks of humanitarian workers. These
are preservation of human life; human rights defined by the spectrum of values across economic,
political, social, and civil domains; justice demonstrated by fair and equal relationships between
individuals and groups within a society; and staff safety. Moral dilemmas can result when
individual agencies and/or responders prioritize these values differently. Subsequent disputes
over human life versus human freedom may ensue, resulting in outcomes that may not be
congruent with current moral values (Slim, 1997).
Conditions
Social Support
There is a paucity of disaster research examining the social and psychological benefits of
support among first responders, while examination of the concept among survivors is abundant.
In his longitudinal study to assess psychological social well-being among survivors of a severe
flood (N = 285), Kaniasty (2011) asserted that social support networks are commonly activated
to support those in need following a variety of life events. Study measures included components
of personal disaster exposure, assessment of material losses, perceptions of social support, and
post-disaster social bitterness. Findings indicated that those who perceived greater social support
were less likely to suffer impairments in social psychological well-being.
Kaniasty also stated that negative perceptions of social support resulting in social
bitterness support the major tenet of Hobfoll’s (1998) COR theory that initial coping resources
are not sufficient to prevent the rending of social ties in disaster-stricken communities. Indeed,
social support fosters a connectedness that enhances opportunities to gain knowledge essential
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for effective disaster response (Hobfoll et al., 2007; Sattler et al., 2002). Alternatively, postdisaster deterioration of social support increased the vulnerability of survivors who may already
feel marginalized (Kaniasty & Norris, 1995). From these findings, it is reasonable to deduce that
a perceived lack of social support compromises mental and psychological health in the realm of
disaster response, at least in some populations.
Lopes Cardozo et al.’s (2012) research also confirmed the value of social support. This
longitudinal study of the consequences of numerous chronic and traumatic stressors on
international aid workers providing emergent care (N = 212) found that those with strong social
support were less likely to suffer negative mental health consequences from deployment and
demonstrated greater levels of life satisfaction. Furthermore, such workers were more likely to
experience life satisfaction for the duration of their deployment and perceive higher levels of
personal accomplishment. Similarly, Stevens et al. (2013) found that being married or involved
in a significant relationship protected workers against long-term stress, presumably due to
support provided from workers’ partners. In contrast, Lopes Cardozo et al. found that single
workers were at lower risk of psychological stress than were married workers. Researchers
assumed that the difference was due to the weight of responsibilities inherent in the spousal role.
Several authors have identified an inverse relationship between social support and
psychological stress (Pietrzak et al., 2009; Sattler et al., 2002; Stevens et al., 2013; Regehr et al.,
2003). Furthermore, Stevens et al. (2013) found that bereavement, psychological distress, poor
physical health, and traumatic stress related symptoms could be a consequence of the irrational
nature of death from acts of terrorism. The converse was found in a longitudinal study examining
self-efficacy and social support as mediators of psychological stress among survivors of the 1980
Mt. Saint Helens Volcano eruption (N = 155). Murphy et al.’s (1987) findings indicated that
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social support was not significantly correlated with psychological distress because participants
relied on personal strengths rather than help-seeking behaviors.
Readiness
Preparedness can mitigate crisis related stress in first responders (Liong & Liong, 2010;
Veenema, 2013). This contention, the basis of ARC training, has resulted in the creation of
mental health activities designed to ensure that first responders are ready to deploy and to
provide responder support during and after disaster/humanitarian events. Pre-deployment support
includes disaster-specific training, stress inoculation training, disaster coping skills, and forced
health protection. During deployment, monitoring stress levels is vital as workers are rotated
through high-exposure assignments. Post-deployment, first responders complete postdeployment stress questionnaires and receive support contact information (Cole, 2012).
Sleep
In a cross-sectional study conducted after the 2004 Florida hurricane season, McKibben
et al. (2010) examined sleep and arousal as risk factors for adverse health and work performance
in public health workers (N = 2249). Study variables included work performance, mental health,
physical health, day-to-day functioning, sleep disturbance, arousal, hurricane injury, and
hurricane work demand. Findings indicated that the hurricane season’s negative influences on
physical and mental health remained prominent nine months after the season’s end. Specifically,
continued sleep disturbance and arousal contributed significantly to reports of poor mental and
physical health as well as decreased work performance. These findings are in agreement with
Lavie (2001) who, in a review of previous studies, asserted that sleep disorders are a common
phenomenon among those exposed to traumatic events.
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Alterations in sleep also are common during a response event. For this reason, responders
are encouraged to be aware of the physical and mental impact of long work hours. Anecdotal
reports indicate that extended work hours reduce responders’ ability to think effectively, work
efficiently, and make appropriate decisions. Managers and co-responders alike are encouraged to
monitor colleagues for signs and symptoms of physical and mental stress and enforce periods of
rest when necessary (Stone, 2013).
Safety and Security
Personal safety needs must be met to maximize responders’ ability to fulfill the mission
of ensuring the health and safety of disaster victims. It is known that man-made natural disasters
and humanitarian events disrupt sources of physiologic needs and perceptions of safety (Liong &
Liong, 2010; Veenema, 2013). Furthermore, when disaster/humanitarian aid is perceived as an
intrusive vector for the injection of outside values and ideologies into a community, the
consequences can be dire. “Where it used to be taboo to attack aid workers, the social contract
that made humanitarian action acceptable to belligerents no longer holds (Donini, 2010, p.
S233).”
Lopes Cardozo et al. (2012) examined perceptions of security as chronic stressors among
humanitarian aid workers (N = 212). Such experiences included threats of physical harm,
unwanted sexual contact, destruction of home or office, and the murder of a colleague or family
member. A significant relationship between chronic stressors, depression, and burnout was
noted.
These findings are congruent with those of Sattler et al. (2002) who conducted a crossnational study (N = 697) examining preparedness, resource loss, and psychological stress among
survivors of Hurricane Georges in 1998. The authors recommended that resources essential for
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survival (food, water, clothing, shelter, and medical care) be supplied during relief efforts.
Furthermore, they stated that personal characteristics might be enhanced by the introduction of
stress management and effective coping techniques during the response and recovery period.
These recommendations echo those made by Freedy et al. (1992) after examining the
psychological impact of disaster on survivors (N = 418) eight weeks after Hurricane Hugo struck
the coast of South Carolina in 1989.
Loss of condition resources (security and safety) and object resources (loss of or damage
to homes, important personal possessions, and memorabilia; lack of electricity; and loss of
water) also were noted to be significantly related to psychological stress in a study examining the
sense of coherence and psychological distress among survivors one month after Hurricane Hugo
(N = 193). In another study, psychological stress was significantly correlated with depression,
trait anxiety, and gender, but negatively correlated with a sense of coherence and the ability to
find meaning in the event (Kaiser, Sattler, Bellack, & Dersin, 1996).
Loss of family and friends due to alterations in safety and security in disaster also has a
strong impact on mental health. Stellman et al. (2008) (N = 10,132) identified an elevated risk of
PTSD and emotional instability when WTC first responders lost a family member. A risk for
PTSD was probable when loss of a friend had occurred; however, the risk was less than that for
death of a family member. In either case, loss of family or friends in the 9/11 attack was
suspected to be a catalyst to the excessive alcohol consumption reported by many respondents.
Similarly, Shultz et al. (2011) identified symptoms of psychological stress among Haitian
Americans (N = 42) indirectly exposed to disaster. Alterations in mental health were influenced
by awareness that family and friends experienced looting, robbery, person-to-person violence,
and physical injury including loss of body parts. Non-deployed responders also may demonstrate
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symptoms of psychological stress from the awareness that their colleagues’ security may be
threatened.
In 2013, 251 violent attacks on aid workers victimized 460 individuals (Stoddard,
Harmer, & Ryou, 2014). Of these, 155 were killed, 171 suffered injury, and 134 were kidnapped
(Stoddard et al., 2014). The majority (87%) of those affected was from the country receiving aid,
and 13% were from the international community (Stoddard et al., 2014). Local NGOs and the
National Red Cross and Red Crescent societies suffered the greatest organizational burden as a
result of their frontline response activities. While the majority of attacks occurred on roads,
project sites, homes, and offices, other public locations also were targets as perpetrators used
guns, explosives, bodily assault, and kidnapping to inflict harm.
Energies
Education and Income
During and after disaster or humanitarian events, survivors who are eligible for
government aid, have higher socioeconomic status, or have minority status tend to have an
advantage, resulting in a gap in social support within disaster stricken communities (Freedy et
al., 1992; Kaniasty, 2011; Kaniasty & Norris, 1995). Furthermore, higher education and income
levels have been found to be associated with lower levels of psychological distress (Lopes
Cardozo et al., 2012; CDC, 2013bs; Freedy et al., 1992; Gibbs, 1989). According to Freedy et al.
(1992), individuals with these assets may have greater access to social and personal resources to
meet post-disaster demands. These findings are support Hobfoll’s (2012) assertion that “those
with greater resources are less vulnerable to resource loss and more capable of orchestrating
resource gain (p. 229).”
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Picker (2014) cited ongoing research that indicates education increases both earnings and
life expectancy. The WHO (2013) and CDC (2013b) stated that socio-economic status is a
determinant of mental health for both individuals and communities. Furthermore, research
suggests that regarding health, disparities between those with higher and lower levels of
education are significant. Chronic diseases and mental illness are more prevalent in those with
less education (Picker, 2014; Telfair & Shelton, 2012). Consequently, interest in discovering the
details of the relationship between health and education is a primary goal affecting policy
development. The relationship between education and health is crucial to the
disaster/humanitarian response setting because laypersons have a higher risk of response-related
mental illness, late onset PTSD, and poor physical health than responders with disaster-specific
education and experience (Debchoudhury et al., 2011).
Disaster-specific Training
The value of disaster-specific training is undeniable. Because catastrophic events
intensify risks and deplete resources, achieving preparedness —through planning, training, and
logistics—is necessary to mitigate psychological disaster related stress (Liong & Liong, 2010).
Another study showed that traumatic stress symptoms among less seasoned responders could be
mitigated through well-designed training programs (Regehr et al., 2003).
Burkle (2010) asserted that today’s humanitarian workers “are eager and well-traveled.
However, like all people, they do not know what they do not know. Much of the education and
training remains outdated. The humanitarian community, policy wonks, and the military have
entered the 21st century unprepared to protect the urban public health or handle emergencies of
scarcity” (Burkle, 2010, p. 197). Lack of knowledgeable staff results in increased risk of
psychological distress, physical injury, and increased turnover of humanitarian workers.
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Additionally, quality of care for disaster survivors was compromised when workers lacked skills
or exhibited poor decision-making abilities. Unskilled and untrained workers increased burdens
on humanitarian organizations and care recipients (Cranmer & Biddinger, 2014; Johnson, 2011;
Schwartz, 2011).
Lack of knowledgeable, skilled staff is not a new issue. In their Humanitarian Response
Review Report, Adinolfi, Bassiouni, Lauritzsen, & Williams (2005) examined the response
capacities of the United Nations, the Red Cross/Red Crescent Movement, and several nongovernmental organizations. The report identified several gaps, including humanitarian
organizations’ low level of preparedness in human resource capacities. Several major
deficiencies were identified: a lack of leadership, an inadequate number of qualified staff
available for deployment, limited disaster-specific training opportunities, and a shortage of
volunteers (Adinolfi et al., 2005). Subsequent to this, the WHO produced coursework to prepare
health professionals to deploy quickly, safely, and efficiently as part of a public health response
team. These efforts served as a catalyst for the creation of training programs within other
prominent organizations (Bradt & Drummond, 2007; WHO, 2011).
Despite the aforementioned efforts, many training issues remain. ALNAP (2012) cited
the disaster/humanitarian response system for having an inadequate number of staff trained to
provide quality care within the cultural and political environments of the host countries they are
to serve. Specifically, ALNAP concluded that responders are ill prepared with regard to
language, political climate, technical knowledge, and the HAP principles of accountability.
The ongoing drive to resolve human resource and training issues is plagued by lack of
consensus regarding the definition of competency and required training elements (Subbarao et
al., 2008). Furthermore, discussion is rife with ideas to promote the professionalization,
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certification, and registration of disaster/humanitarian workers. The certification and/or
registration of qualified staff may help streamline the deployment process. Further, it could
enable the selection of workers who possess skillsets to assist with specific crises, thereby
enhancing response and recovery efforts (Cranmer & Biddinger, 2014; Bradt & Drummond,
2007; Merchant, Leigh, & Lurie, 2010; Walker & Russ, 2010). These discussions are significant
given previous research indicating that responders without disaster-specific training are at
increased risk of post-disaster psychological stress (Benedek et al., 2007).
The American Medical Association commissioned numerous experts in the field to
develop an educational framework and competency set that could be used in disaster medicine
and public health preparedness. The initial framework consisted of learning domains, core
competencies, and proficiencies geared toward three broad health personnel categories: informed
worker/students, practitioners, and leaders (Subbarao et al., 2008). The authors asserted that the
framework presents a common lexicon and enhances the standardization of training programs.
Furthermore, the framework allows health personnel to identify the limits of their personal
knowledge and authority during disaster efforts and presents a referral system for resolving
issues that exceed these limitations. The authors emphasized that disaster preparedness is a
process and this framework will undergo further revision in collaboration with experts in the
disaster/humanitarian response field and academia. Consequently, continued evolution of the
framework is necessary to assure its usefulness (Walsh et al., 2012).
COR and the Ebola Crisis
The Ebola health crisis presents a case in point, affording the opportunity to apply COR
to current events, specifically regarding healthcare providers. As noted, the object resources of
food, water, and shelter are essential to sustain responder energy and health during the response
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event. However, clean drinking water is particularly vital for preventing dehydration in workers
wearing PPE in warm, West African climates. Despite the requirement to use PPE to protect
oneself against the disease, shortages of the equipment and lack of knowledge about the correct
way to use it have been reported (Center for Infectious Disease Research and Policy [CIDRAP],
2014). Furthermore, human resources also are in great demand, as currently too few healthcare
providers are available to meet demand (Branswell, 2014). This problem is exacerbated by the
mandated quarantine of healthcare volunteers returning to the U.S. after serving in an affected
country. Having served, those returning home cannot resume normal work activities, and may
suffer financial instability due to loss of income (Alcindor, 2014).
The arrival of Ebola in U.S. was not met with a high level of self-efficacy among
healthcare providers. In fact, lessons were learned during the care of Kent Brantly, MD at Emory
University Hospital, who was first diagnosed in West Africa. Doctors involved in the care of Dr.
Brantly provided guidance to American health institutions. This guidance included the need for
clinical management for patients with serious communicable diseases; bio-contained units;
dedicated laboratory areas; additional staff; the ability to provide physical therapy, nutritional
support, self-care, and emotional support; the assurance of environmental safety; proper waste
disposal; and effective media communication (The Clinical Advisor, 2014). Despite these
lessons, uncertainty in how to care for Ebola patients while ensuring self-protection abounds as
the CDC works continuously to ensure that recommendations are current, effective, and relayed
to healthcare providers in a timely manner.
There are numerous ethical dilemmas in the current crisis, not the least of which is
concern about treating patients with unapproved therapies since the number of doses of the most
promising, yet unproven, intervention is in short supply. This begs the question: who among the
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stricken countries will receive the interventions that have the best chance of curing the disease?
At this time, experimental interventions are being offered to those with high risk of developing
Ebola virus disease; however, there is limited evidence regarding these products’ safety. It is
proposed that healthcare workers receive priority in dosing since this population risks infection
to care for others. As a result, healthcare workers are instruments in controlling the outbreak. The
decision harkens to the seminal writings of Slim (1997) who said that “staff safety” is a
humanitarian contradiction because it strives to preserve the lives of some people over others.
Fear of and anxiety about contracting Ebola are two forms of psychological stress
identified in media reports. Social support for responders has not been addressed. Such support
cannot be overlooked given that spouses, significant others, friends, and family must face the
risk of a healthcare provider contracting a disease with a 60% death rate (WHO, 2014d). As this
crisis is in its infancy, literature regarding social support for Ebola responders is absent and no
anecdotal reports were available for review at the time of this writing.
While the ability to provide medical care and correctly use PPE are important in the
current crisis, higher education also plays a role as responding organizations seek water and
sanitation experts, epidemiologists, and individuals with medical knowledge (e.g. nurses and
doctors). Additionally, volunteers can respond through the WHO for as little as US$1/year or
US$1,907/month depending on their experience. Doctors Without Borders reports that this wage
reflects of the concept of volunteerism (Branswell, 2014).
Summary
This chapter began with an overview of the humanitarian system, followed by a selection
of research regarding mental health and the psychological impacts of disaster. Two elements of
this study allow it to make a unique and significant contribution to the literature. First, unlike
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most of the studies about this topic, this study used the COR theory as guide for examining the
field of inquiry. Use of this theoretical framework permitted guided exploration of the
disaster/humanitarian response experience rather than research based on a hunch. Furthermore,
while the majority of previous work focused on local disaster survivors, this study focused on the
specific needs of responders. The chapter concluded with a brief overview of how COR theory is
applicable to the current Ebola health crisis.
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Chapter Three: Methods

Introduction
The purpose of this mixed methods study was twofold. The first was to apply Hobfoll’s
(1989) COR theory to predict psychological stress based on responders’ perceptions of resource
adequacy. The second was to use qualitative interviewing to gain a more comprehensive
understanding of the disaster/humanitarian responder experience.
The chaotic nature of disaster/humanitarian response makes a mixed methods approach
appropriate for this study. In addition, mixed method designs strengthen research by providing
empirical data that is complemented by detailed, contextualized information obtained from
qualitative inquiry (Creswell, 2009; Creswell, Clark, Gutmann, & Hanson, 2003; Morse, 2003;
Teddlie & Tashakkori, 2003). While the difficulty of analyzing a phenomenon using two inquiry
methods is acknowledged, the rewards of addressing the complexity of disaster response
outweighs any additional efforts required to complete the research. This chapter discusses the
philosophical foundation that undergirds mixed methods research, followed by this study’s
research design, methods, instruments, data collection techniques, and statistical analysis.
Philosophical Foundation
The philosophy of pragmatism, the lens through which this study was viewed, purports
that there is no one, ultimate answer, or final truth. In fact, all meanings, perceptions of
truthfulness, and values ascribed to ideas depend on their usefulness (Kasper, 1995). In support
of this assertion, pragmatism serves as the basis for mixed methods research because it espouses
freedom from a priori rules, laws, and adherence to a specific methodology in order to derive
what is true or valid within a given context (Kasper, 1995; Maxcy, 2003). This philosophy
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rejects the forced choice between positivism and constructivism in prioritizing tasks to answer a
research question (Teddlie & Tashakkori, 2003). When gazing through a pragmatic lens,
multiple forms of reality can be examined and etic and emic perceptions can be realized,
integrated, and compared (Christ, 2013).
Quantitative methodologies adhere to the post-positivist paradigm wherein reality is
explained in terms of probabilities. This process is facilitated through the objective assessment of
subjects to obtain knowledge that is believed to be an accurate, reliable, and valid account of the
phenomenon under study. Consequently, the researcher must strive to eliminate bias that comes
from the introduction of personal values and a priori experience when collecting and performing
statistical data analysis. In this deductive approach, a priori hypotheses are tested in an effort to
disaffirm the truthfulness of a null hypothesis (Christ, 2013; Creswell, 2009; Munro, 2005).
Testing a hypothesis is appropriate when enough is known about a variable to permit objective
assessment of a relationship with another variable. In this instance, sufficient information is
known about the variables (basic needs; moral congruence; perception of disaster self-efficacy;
resilience; social support; readiness; perceptions of adequate sleep, safety, and security;
education; disaster-specific training; income; and psychological stress) to allow testing of their
relationships.
Conversely, qualitative methodologies are congruent with the naturalistic, sometimes
called constructivist, paradigm. Through this lens, an emic co-construction of meaning occurs as
a researcher and participant work together to create knowledge. Within this paradigm, each
person’s reality is acknowledged as being individual in the absence of absolute truths. Data
analysis occurs through identification of general concepts, common themes, and patterns of

60

meaning (Christ, 2013; Polit & Beck, 2008). The phenomenological approach set forth in the
writings of Thomas and Pollio (2002) was used for this study.
Phenomenology is appropriately used when little is known about the phenomenon under
investigation. In this research, little is known about the disaster/humanitarian responder
experience as it relates to the meaning that responders place on resources as identified by
Hobfoll (1989). Specifically, phenomenology will help clarify how and why the presence or
absence of resources influences the response experience.
Research Design
This study’s design is designated QUAN+QUAL because mixed methods combine both
qualitative and quantitative research approaches in one study (Creswell, 2009). Both approaches
had equal priority in this research (Figure 1). This study also used a QUAN+QUAL concurrent
triangulation method design (Creswell, Clark, Gutmann, & Hanson, 2003). This design permits
more than one method of data collection, separate data analysis, and database integration to
allow comparison at the interpretation and discussion stages of the research (Creswell, 2009;
Creswell et al., 2003; Teddlie & Tashakkori, 2009). From a quantitative perspective, the

QUAN
QUAN data collection





QUAL
QUAL data collection


QUAN data analysis  QUAL data analysis
Data results compared
Figure 1. QUAL+QUAN Research Process
Quantitative and qualitative data were collected concurrently. Data from each were analyzed separately and then
integrated with results and compared in the interpretation and discussion phase (Creswell, 2009).
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study assessed if perception of resource adequacy predicted psychological stress. Bivariate
relationships between select variables also were examined. Open-ended questions posed in the
qualitative portion provided a more in-depth exploration of the same phenomena.
Quantitative Procedures
Variables
The dependent variable of psychological stress was measured by the IES-R and K6
instruments. Independent variables were perceptions of the adequacy of basic needs as
determined by responses to questions on the demographic form. These basic needs were shelter,
water, food, and supplies necessary to respond (e.g. medical and communications equipment and
medications). Additional independent variables were perceptions of disaster self-efficacy as
measured by the DSES; resilience as measured by the CD-RISC; social support as measured by
the PSSS; readiness to deploy as measured by the RTDS; and perceptions of adequate sleep,
safety, and security, highest degree completed, disaster-specific training, and income as
determined from responses to demographic form questions.
Research Questions and Hypotheses
This study was conducted to determine if psychological distress could be predicted by the
presence of object, condition, personal characteristic, and energy resources. Secondary, but no
less important, study questions examined predictive relationships between select variables.
Specific study questions and hypotheses are listed below.
1. Do participants with perceived adequate object resources (food, water, shelter, and
essential supplies to respond); moral congruence; greater disaster self-efficacy; resilience; social
support; readiness; adequate sleep, safety, and security; education and training; and income
experience less psychological stress than those who do not?
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H0: There will be no difference in psychological stress between those who perceived adequate
object resources (food, water, shelter, and essential supplies to respond); moral congruence;
greater disaster self-efficacy; resilience; social support; readiness; adequate sleep, safety, and
security; education and training; and income and those who do not.
H1: There will be a difference in psychological stress between those who perceive adequate
object resources (food, water, shelter, and essential supplies to respond); moral congruence;
greater disaster self-efficacy; resilience; social support; readiness; adequate sleep, safety, and
security; education and training; and income and those who do not.
2. Does perceived adequacy of essential supplies (e.g. medical and communications equipment
and medications) predict perceptions of disaster self-efficacy?
H0: Perceptions of disaster self-efficacy will not be related to perceived adequacy of essential
supplies.
H1: Perceptions of disaster self-efficacy will be related to perceived adequacy of essential
supplies.
3. Does perception of disaster self-efficacy predict resilience?
H0: Perceptions of disaster self-efficacy will not be related to resilience.
H1: Perceptions of disaster self-efficacy will be related to resilience.
4. Does moral congruence predict resilience?
H0: Moral congruence will not be related to resilience.
H1: Moral congruence will be related to resilience.
5. Does moral congruence predict disaster self-efficacy?
H0: Moral congruence will not be related to disaster self-efficacy.
H1: Moral congruence will be related to disaster self-efficacy.
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6. Does perceived adequacy of essential supplies predict moral congruence?
H0: Perceived adequacy of essential supplies will not be related to moral congruence.
H1: Perceived adequacy of essential supplies will be related to moral congruence.
7. Does perceived adequacy of essential supplies predict resilience?
H0: Perceived adequacy of essential supplies will not be related to resilience.
H1: Perceived adequacy of essential supplies will be related to resilience.
8. Do perceptions of social support predict readiness to deploy?
H0: Perceived social support will not be related to readiness to deploy.
H1: Perceived social support will be related to readiness to deploy.
9. Does income predict readiness to deploy?
H0: Income will not be related to readiness to deploy.
H1: Income will be related to readiness to deploy.
10. Do perceptions of adequacy of sleep predict a greater sense of disaster self-efficacy?
H0: Perceptions of adequacy of sleep will not be related to disaster self-efficacy.
H1: Perceptions of adequacy of sleep will be related to disaster self-efficacy.
Sampling
Power analysis was performed by entering an effect size of .13 (medium), a power of 80,
11 predictors, and a probability of .05 to determine that the desired sample size was 139.
Purposive sampling helped enroll first responder participants who have provided aid in a major
disaster.
Additionally, prospective participants had to


be at least 18 years of age or a legal adult in their state of residence;



be willing to provide voluntary, written informed consent;
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have responded to one or more major disasters(man-made or natural disasters or
humanitarian effort, foreign or domestic);



speak and write in English; and



have computer access to respond to study questionnaires.

First responders who did not meet these criteria were excluded from the study. Furthermore,
participants were limited to nurses, physicians, PAs, EMTs, paramedics, and mental health
workers as these professionals are noted in the literature to be first on the scene of a disaster.
Prospective participants who have assisted on medical mission trips that were not part of an
organized humanitarian relief effort or disaster response were not qualified to participate.
Prospective participants meeting the criteria were recruited from several organizations
including, but not limited to, the USDHS, state Disaster Medical Assistance Teams (DMAT),
military reserves, the ARC, and WADEM. Additionally, participants were sought from Baptist
Disaster Relief, the Church of Christ Disaster Relief Effort, Catholic Relief Services (CRS), and
the Holston Conference of the United Methodist Church. Flyers with details of the study were
shared electronically within these organizations to enhance participant recruitment. Participants
also were asked to refer others who may be willing to share their experiences. Participants were
to be segmented according to their affiliation to enhance the likelihood that the sample would
reflect the true proportion of first responders from both private (e.g. faith-based) and public (e.g.
DMAT, military reservists, ARC) sectors. However, the concern that participants would
primarily be derived from faith-based organizations was not realized (Creswell, 2009).
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Human Participants Protection
Approval from the UTK institutional review board (IRB) was obtained prior to the
initiation of study procedures. Thereafter, prospective study participants were prescreened to
ensure that they met all inclusion criteria and understood the purpose of the study, including its
attendant risks, protections, and benefits.
Risks
Ensuring the confidentiality of participant responses encourages complete and honest
feedback. Therefore, each participant was given a unique code to access the Qualtrics® system,
which allowed researchers to review their consent and responses without identifying information.
The access codes were generated and distributed by the administrator of UTK’s Office of
Information Technology (OIT). The list that linked participants’ codes to their e-mail addresses
was stored on the PI’s and OIT administrator’s password-protected computers.
Plan for Mitigating Psychological Harm
The primary risk to participants was the potential for emotional upset from recalling
disturbing memories. If participants became emotional or otherwise upset during the Qualtrics®
data collection process, they could check a box at the bottom of the current page indicating their
decision to opt out of the study. Then they received a system notification informing them that the
responses provided up until the time they chose to opt out would be used during the data analysis
phase. Furthermore, a national SAMHSA hotline was provided for support. Participants also had
the option to text TalkWithUs to 66746 to obtain immediate help. In the event a participant
contacted the PI after being unable to call the hotline number, the PI would make the call for the
participant and ensure that the participant was safe. No participant elected to withdraw from
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completing the quantitative survey or the qualitative interview as a result of psychological
distress.
Benefits
A potential benefit for participants was the knowledge that the information they shared
could help nursing and other professions develop interventions to assist responders in the wake
of disaster/humanitarian responses or stressful events. Furthermore, the information they
provided could assist in the development of policies and procedures to ensure relevant support in
areas identified as significant to the mitigation of psychological stress. Finally, participation
could be cathartic as each participant was given time to reflect on their disaster/humanitarian
event response experience.
Methods
Prospective participants were identified using flyers and snowball sampling techniques.
Flyers included the instructions for contacting the PI for additional study information, including
the PI’s telephone number and e-mail address.
Prescreening
Prospective participants who indicated their willingness to respond to the study survey
were prescreened via e-mail to ensure they met all inclusion criteria and thoroughly understood
the study prior to being asked to endorse the informed consent and given access to the study
instruments. Participants choosing to participate in an interview were re-screened via telephone
at a mutually agreed upon time. During the call, elements of the informed consent were reviewed
including the study’s purpose, expected duration of participation, procedures, foreseeable risks,
confidentiality measures, and contact information for the person who could answer questions
about the study or participants’ rights as human subjects. All participants were reminded that
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participation was voluntary, that they may withdraw at any time without penalty, and that they
would not be compensated for participation. Once a volunteer agreed to move forward with the
study survey, a participant-specific code permitting access to the Qualtrics® system was e-mailed
to the individual by the principal investigator. Once in the system, they were asked to confirm
inclusion/exclusion criteria, provide documented endorsement of informed consent, consider
participation in a one-hour qualitative interview, and respond to the study instruments.
Informed Consent
On-line process
After the prescreening process confirmed prospective participants met the criteria and
understood the requirements, the investigator e-mailed each participant a specific access code
that would not be transferrable to others. The participant was instructed to use the access code to
log into the UTK website to receive and store data using the Qualtrics® on-line survey platform
and research suite. Only the PI and the UTK OIT had access to the study data and the list of
access codes. Once logged into the system, the participant reviewed the inclusion/exclusion
criteria and manually checked a box indicating agreement. Next, the participant reviewed the
informed consent in its entirety, including risks, protections, and benefits. Instructions informed
the participant that if they chose to continue, movement to the subsequent screen served as their
endorsement of the informed consent to participate.
Participants who volunteered to take part in a one-hour interview provided contact
information on a separate screen. The contact information, accessible only to the PI and the UTK
OIT administrator, was stored in the Qualtrics® system along with responses to the study
instruments. The entire database is stored in the Qualtrics ® system and will remain there for
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three years after study completion. At no time was, or will, the contact information be printed
and stored as hard copy.
Participants could decide to withdraw from the study at any time. Those who chose to
withdraw were informed, via the informed consent document (if completing the survey) and
again verbally at rescreening (if participating in an interview) that any data they provided prior to
withdrawal would be used in the final data analysis. Participants who chose to withdraw were
automatically shown a screen that provided a national SAMHSA hotline number that they could
use at their discretion. Participants also could obtain immediate help from SAMHSA by texting
TalkWithUs to 66746.
On-line Data Collection
Once consent was indicated, subsequent screens progressed through the eight instruments
totaling 134 questions. Comprehension was assured by pilot testing the items with four
volunteers who were not a part of the study. Completing the questions took approximately 45
minutes to one hour, and this time was congruent with the estimated amount of time identified
during the pilot test. If study participants became unable to complete all the questions in one
session, they were permitted to access the Qualtrics® system at another time using their access
code. Participants who did not complete the survey within two weeks were prompted via e-mail
to complete the survey. No more than two prompts were made to remind participants about
survey completion.
Instruments
Object Resources
Object resources were measured by asking participants to respond to six investigatorformulated questions on the demographic form. Each question was derived from existing
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literature and constructed in collaboration with an expert in the field of global disaster nursing.
Each question was formatted to be congruent with the writings of Streiner and Norman (2008).
To assess object resources, participants were asked to report their perceptions of four
elements necessary for completing humanitarian efforts: adequate food, water, shelter, a nd
essential supplies to respond. According to Hobfoll (1989), these resources enable first
responders to provide aid to others, and their availability facilitates the resources to help others.
Items were rated using a five-point Likert scale with values ranging from 1 (strongly agree) to
(strongly disagree). The potential range of scores was 6 to 30. No questions were reverseworded. Higher scores indicated a greater perception of the adequacy of these basic elements. A
total score was obtained by summing responses.
Personal Characteristics
Moral Congruence
Moral congruence was measured by an instrument adapted from the MIES that examined
the relationship between combat stress and moral incongruence (Nash et al., 2013). The original
instrument was developed using a dual process of literature review and expert evaluation of
items selected for inclusion. The initial scale included 11 items, nine that assessed perceived
violations of moral beliefs or betrayal by one’s self or others. The two remaining questions
examined perceptions of trust. The Likert scale instrument was administered to two cohorts of
Marines (N =1,039). One cohort consisted of the final two cohorts in the Marine Resilience
Study. The second cohort, whose members were not participants in the aforementioned study,
was assessed post-deployment (Nash et al., 2013).
To establish construct validity, seven measures were administered concurrently with the
MIES. These were the Beck Anxiety Inventory (BDI), the Revised Beck Depression Inventory
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(R-BDI), the Horizontal Cohesion Subscale (HCS), the Combat Experiences Scale (CES) of the
Deployment Risk and Resilience Inventory, a modified version of the Interpersonal Support
Evaluation List (ISEL), the Positive and Negative Affectivity Scale (PNAS), and the PTSD
Checklist-Specific (Nash et al., 2013).
Discriminant validity was established with identification of r = 0.08 when correlating the
MIES with the CES. Alternatively, convergent validity was established as the MIES was
positively correlated with the BDI (r = 0.28), R-BDI (r = 0.40), and PTSD Checklist-Specific
BDI (r = 0.28). Additionally, higher MIES scores were correlated with lower scores on the HCS
(r = -0.24), ISEL (r = 0.28), and PNAS (r = -0.15) (Nash et al., 2013).
Internal consistency reliability for the 11-item scale was 0.86. However, because low
item total correlations were noted for items 10 and 11, they were subsequently removed, leaving
nine remaining questions (Nash et al., 2013). The Cronbach’s alpha for the nine-item scale is
0.90. Item total correlations range from 0.52 to 0.75 with a mean of 0.65. Exploratory factor
analysis was performed and retention of the nine items was confirmed from factor loadings
greater than 0.35 with no cross loadings greater than 0.30. As a result of factor analysis, items 1
through 6 were labeled as “perceived transgressions of self and others” (Nash et al., 2013, p.
649), and items 7 to 9 were labeled as “perceived betrayals by others” (p. 649).
Paired t-tests to determine temporal stability revealed insignificant results during a threemonth test-retest interval. Responses ranged from 1 (strongly disagree) to 6 (strongly agree). The
nine-item scale was scored by summing the item responses to obtain a total scale score. A low
total scale score indicated moral injury (Nash et al., 2013). Therefore, each item was rated using
a six-point Likert scale, and potential total scale scores ranged from 9 to 54. High scores were
indicative of moral congruence.
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Disaster Self-efficacy
The DSES, developed by Nypaver (2011), was used to operationalize disaster selfefficacy. Scale items were derived from a literature review and four components of Bandura’s
self-efficacy theory (mastery experience, verbal persuasion, vicarious experience, and
physiologic feedback). This scale contains 25 items, and each is rated on a five-point Likert scale
with higher scores indicating greater self-efficacy. This scale contains no reverse-worded items.
The instrument was normed on a sample of hospital nurses (N = 104) who agreed to
participate in a disaster response and preparedness course. The nurses were randomized into
three groups (computer, classroom, or control). Cronbach’s alpha for the first administration of
the instrument was .96; the second was .98, and the third was .94 (Nypaver, 2011).
Convergent validity was established by correlating the instrument with the General SelfEfficacy Instrument developed by Schwarzer and Jerusalem (1995). Using Pearson productmoment correlation, the scales were noted to be correlated from the analysis of data for each
administration (time 1: r = .50, p < .001; time 2: r = .58, p < .001; and time 3: r = .60, p < .001).
Discriminant validity was assessed via correlation of the DSES with Basic Disaster Life
Support® (BDLS). Test-retest reliability was established in the first and second administrations at
r = .72, p < .001 at an interval of two weeks. At time three, test-retest reliability was calculated at
r = .88, p < .001 (Nypaver, 2011). Following Nypaver’s (2011) instructions, item scores are
totaled. A total scale score is computed by summing the item responses. Higher scores indicate
greater disaster self-efficacy. The potential range of total scale scores is 25 to 125.
Resilience
Resilience was measured using the CD-RISC. While this instrument was developed using
samples from several populations, the testing of two populations of PTSD patients was relevant
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to the current study. Furthermore, Connor and Davidson’s (2003) definition of resilience as a
measure of successful coping ability was congruent with this study’s theoretical framework.
The CD-RISC contains 25 items, and each item is rated on a five-point Likert scale with
responses ranging from 0 (not true at all) to 4 (true nearly all of the time). The scale measures
how the participant has felt over the previous month and includes five factors: personal
competence, high standards, and tenacity; trust in personal instincts, tolerance of negative affect,
and strengthening effects of stress; positive acceptance of change and secure relationships;
control; and spiritual influences. The potential range of total scale scores is 0 to 125 with higher
scores indicating greater resilience.
Cronbach’s alpha for internal consistency is 0.89, and test-retest reliability testing yielded
an intraclass correlation coefficient of 0.87. Convergent validity was established using a sample
of psychiatric patients through positive correlation of the scale with Kobasa’s Hardiness Scale (r
= 0.83, p <.0001). Conversely, the scale was negatively correlated with the Sheehan Stress
Vulnerability Scale (r = -.032, p <.0001) and the Perceived Stress Scale (r = -0.76, p <001).
Positive correlations with the Sheehan Social Support Scale (r = 0.36, p <.0001) were identified.
Conversely, there was no correlation when administering the CD-RISC with the Arizona Sexual
Experience Scale to assess for discriminant validity in a sample of patients with generalized
anxiety disorder (Connor & Davidson, 2003).
Social Support and Readiness
Social Support
Social support was measured by the PSSS (Coppel, 1980), an instrument based on
Bandura’s (1977) conceptualization of self-efficacy. This scale consists of 15 items, and each is
rated on a five-point Likert scale from 1 (not at all like me) to 5 (very much like me). The
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potential range of total scale scores is 15 to 75. Higher scores indicated greater perception of
social support. Responses to all 15 items were summed to obtain each participant’s total score.
The instrument contains no reverse-worded items. The scale was normed on a sample of
undergraduate students (N = 170) and subsequently used in nursing research to investigate
perceptions of social support by natural disaster victims (Murphy, 1989; Murphy, Norbeck,
Weinert, Cardea, & Lenz, 1987). The index’s internal consistency and reliability of .89 and testretest reliability coefficient of r =.82 were established over a two-week interval. Principal
components factor analysis revealed four factors accounting for 63.7% of the variance.
Furthermore, the scale is unrelated to self-esteem (r =.14, n. s.) and minimally correlated with
Coppel’s (1980) self-efficacy scale (r = .22, p < .01). The PSSS scale was scored according to
Coppel’s (1980) instructions.
Readiness
Readiness was measured by the 12-item RTDS developed by the ARC. The instrument is
a self-administered, self-scored assessment for disaster relief workers that measures levels of
support and preparedness prior to deployment. The instrument contains no reverse-worded items.
Question three was not answered by those who identified themselves as self-employed or retired.
There are no current reliability and validity data for this instrument. Consequently, in the present
study, data obtained were correlated with the PSSS to establish convergent validity. The PSSS
also was used to examine divergent validity for the RTDS. Furthermore, Cronbach’s alpha was
calculated to assess internal consistency reliability.
The RTDS is scored by summing responses to each of the 12 items. The potential range
of total scale scores is 12 to 48. Scores of 12 to 20 indicate a responder is ready to deploy. A
score of 21 to 30 indicates readiness under the condition that a responder confirms all pre- and
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post-deployment issues such as financial readiness and family/employer support. Those scoring
31 to 40 are advised to complete additional preparation prior to deployment, and those scoring 40
to 48 are encouraged not to deploy due to increased risk of vulnerability to adverse emotional,
cognitive, and physical problems in a high-stress environment. Scores for question three were
not calculated for those who identified as self-employed or retired.
Safety and Security
Participants’ perceived security for personal items and safety was measured by 10
questions on the study-specific demographic form. Each question was rated on a five-point
Likert scale with 1 indicating strongly agree and 5 signifying strongly disagree. Potential total
scale scores ranged from 10 to 50. No questions were reverse-worded. Lower scores indicated a
greater sense of security for personal items and safety. A total score for perceived security of
personal items and safety was calculated by summing responses to these questions.
Energies
Education, disaster-specific training, and income data were collected to measure energy
resources. Participants were asked to respond to questions related to these variables on the studyspecific demographic form. The formatting for these questions was consistent with questions
posed by the U.S. Census Bureau and the recommendations of Streiner and Norman (2008).
Psychological Stress
Two instruments were used to measure the dependent variable of psychological stress.
First, the IES-R examines psychological stress as it relates to PTSD as outlined in the Diagnostic
and Statistical Manual of Mental Disorders (DSM-IV). The instrument is based on “clinical
studies of psychological response to stressful events” (Sundin & Horowitz, 2002, p. 205). It also
is based on the Theory of Stress Response Syndromes that conceptualized stress response
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syndromes and contributed to the work of identifying typical symptomatic responses to traumatic
life events (Sundin & Horowitz, 2002).
The 22-item IES-R was originally tested in a longitudinal study of emergency response
personnel exposed to traumatic events. Responses are rated using a five-point Likert scale
formatted for equal intervals that include: 0 = not at all, 1 = A little bit, 2 = Moderately, 3 =
Quite a bit, and 4 = Extremely (Weiss, 2004; Weiss, 2007). Internal consistency using coefficient
alpha are intrusion (alpha = .89), avoidance (alpha = .84), and hyperarousal (alpha =.82). The
item total subscale correlations were r = .52 for intrusion, r = .40 for avoidance, and r = .45 for
hyperarousal. Subscale correlations were noted to be intrusion with avoidance (r =.71) (alpha =
.89), avoidance with hyperarousal (r = .65), and intrusion with hyperarousal (r = .81) (Weiss,
2004).
It should be noted that in their analysis, Creamer, Bell, and Failla (2003) found that the
factor loadings did not fit the data and they suggested a two-factor solution might be more
effective in measuring the construct (e.g. intrusion, hyperarousal, and avoidance). Conversely,
Beck et al. (2008) conducted a study on the psychometric properties of the IES-R using a sample
of motor vehicle accident survivors. Confirmatory factor analysis was used to examine the fit
between the IES-R and the subscales of intrusion, avoidance, and hyperarousal. Beck et al.
concluded that the three-factor model did not fit the data. As a result, the model was revised to
“free the error of covariances” (p. 193). resulting in a better fit. Their conclusion was that, unlike
Creamer et al.’s (2003) findings, the three-factor structure was supported.
This scale may be scored by obtaining the mean item response for each subscale.
Subsequently, intrusion scores can be calculated by obtaining the mean item response for items
1–3, 6, 9, 14, 16 and 20. Avoidance may be calculated by obtaining the mean item response for
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items 5, 7, 8, 11–13, 17, and 22. Hyperarousal can be calculated by obtaining the mean item
response for items 4, 10, 15, 18, 19, and 21. For each subscale, potential scores range from 0 to 4
(Weiss, 2004). The mean total scale score may also be used (Daniel Weiss, personal
communication, March 19, 2013).
The second instrument used to measure psychological stress was an abbreviated, six-item
version (K6) of the 10-item Kessler Psychological Distress Scale (K10) (Van der Auwera,
Debacker, & Hubloue, 2012). The K10 and K6, which measure non-specific psychological
distress, were developed in collaboration with the U.S. National Center for Health Statistics. The
K6 has been used to examine psychological stress, mental illness, and suicidality among
Hurricane Katrina survivors (Galea et al., 2007; Kessler et al., 2008) and emergency aid teams
deployed to Haiti after the 2010 earthquake (Van der Auwera et al., 2012).
The K6 provides a threshold for differentiating between serious and non-serious cases of
mental illness in consideration of non-specific causes of distress. The K6 also serves as a tool to
ensure compliance with Public Law 102-321 requiring incidence and prevalence statistics on
serious mental illness (SMI) from states seeking funds to establish community mental health
services. Furthermore, the K6 operationalizes the definition of SMI that requires a person to have
an established DSM-IV diagnosis (excluding dementia, developmental disorder, or substance
abuse as the principal diagnosis); continuation of the disorder for a period necessary to meet the
DSM-IV diagnostic criteria; and significant and persistent impairment in one or more life
roles/functions (National Alliance in Mental Illness [NAMI] Mercer NJ, n. d.; Kessler et al.,
2003).
Kessler et al. (2003) defined serious mental illness as meeting at least one of the DSM-IV
diagnoses (excluding substance abuse disorder), and resulting in an impairment (i.e. Global
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Assessment of Functioning) score of less than 60. During initial development, cognitive
laboratory testing was performed using audio computer-assisted self-administration. The testing
was completed by administering the K6 in conjunction with the K10, the Composite
International Diagnostic Interview Short Form (CIDI-SF), the General Health Questionnaire
(GHQ), and the WHO Disability Assessment Scale (WHO-DAS). The K10, K6, and CIDI-SF
scales were selected as screening tools for DSM disorders. The WHO-DAS was selected to
document activity limitations associated with DSM disorders (Kessler et al., 2003).
Thereafter, the constructed scale was administered to a convenience sample of
Bostonians (N =155). Logistic regression analyses, both linear and non-linear, examined
correlations between the scales and SMI. Thereafter, receiver operating characteristics (ROC)
curve analysis was conducted to determine the precision of best fitting equations. Both the K10
and K6 scales were determined to have discriminant validity when compared to the CIDI-SF,
with the area under the curve (AUC) 0.85 for the K10 and 0.86 for the K6. Furthermore, near
perfect correlations were noted between the K6 and K10 scales. Cronbach’s alpha for the K6
scale was .89 (Kessler et al., 2003).
Potential total scale scores for the instrument range from 0 to 24 (Kessler et al., 2003;
Kessler et al., 2008) with 13–24 classified as probable SMI and 8–12 indicating probable mild to
moderate mental illness. Scores of 0–7 are classified as probable non-SMI cases. Scores were
obtained by coding each item on a scale from 0 to 4 and summing to obtain a total scale score
(Harvard School of Medicine, 2005; Galea, et al., 2007; Kessler et al., 2008).
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Quantitative Statistical Analysis Plan
Statistical Techniques
Descriptive Statistics
Basic descriptive statistical analysis was performed to obtain an overview of sample
characteristics. Several demographic variables were analyzed, including the nominal level
variables of gender, profession, and employment status for which a count was reported. The
demographic variables of age and number of disasters to which the participant has responded are
continuous and discrete, respectively. Consequently, the mean, median, mode, and range were
obtained in addition to outcomes of analysis for variability. Statistical analysis for this purpose
included assessment of standard deviations. Other descriptive statistics include the characteristics
of the most memorable event (i.e. man-made or natural), participant country of origin,
educational status, and participation in disaster-specific training.
Outcome data were examined for symmetry to determine skewness and the presence of
one mode. This analysis was performed using Pearson’s skewness coefficient wherein the mean
will equal the median, and the skewness coefficient will be zero if the distribution is
symmetrical. If not perfectly symmetrical, the skewness values are expected to fall between -1
and +1 standard deviations from the mean (Munro, 2005).
Multivariate Analysis
Thereafter, following instrument developer instructions, scores were calculated for the
IES-R, MIES, DSES, PSSS, ARC Readiness-to-Deploy Scale, and questions on the demographic
form to derive continuous level data, thereby increasing variability above that obtained with
nominal or ordinal level data. Multiple regression analysis was used to test the question one
hypothesis because it is useful in analyzing the relationship of several independent variables to
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the dependent variable. It also permits evaluation of the relationship of one independent variable
to the dependent variable when controlling for the influence of the remaining independent
variables (Spicer, 2005; Tabachnick & Fidell, 1989). Furthermore, this method is useful because
it permits analysis of both categorical and multiple continuous independent variables, an
advantage in both experimental and non-experimental research (Keith, 2006; Tabachnick &
Fidell, 1989).
During data analysis, outliers resulting from data entry error, data miscoding, or extremes
in distribution values were examined. While data entry and coding errors were corrected, Cooks
D was reviewed. This statistic indicates the actual influence the outlier has on the regression line
slope (Orme & Combs-Orme, 2009). Values of 1.0 or more were considered influential for an
individual case. No significant outliers were noted.
Finally, the data were examined manually as well as using SPSS to identify cases of
missing responses. In two instances, participants did not provide a response to level of income.
In these cases, the mean was substituted for the analysis.
Bivariate Analysis
A Pearson product moment correlation coefficient was calculated to determine the
relationship between variables in questions two through 10. This analysis method is preferred
over simple regression since, unlike R, r can be a negative value. Furthermore, it is appropriate
to use this analysis with continuous and ordinal level data. A correlation coefficient close to +1
or -1 indicates a correlation, whereas a coefficient of 0 or close to 0 indicates no linear
relationship (Munro, 2005).
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Methodological Assumptions
Bivariate and multiple regression analysis do not permit causality statements.
Furthermore, for this method to be used, multicollinearity (i.e. high correlation among
independent variables) must be absent. This method’s assumptions are that the dependent
variable had a linear relationship with the independent variables; observations were drawn
independently from the population under study; homoscedasticity was present; and errors were
normally distributed (Keith, 2006; Tabachnick & Fidell, 1989). Additional assumptions included
that the dependent variable cannot affect the independent variables, the independent variables
were measured with perfect reliability and validity, and the regression included common
presumed causes and effects/associations (Keith, 2006).
Prior to assessing for violation of these assumptions, data were examined for missing
values, and in two cases, participants did not provide income. In these instances, the mean
income was used in the analysis. An assessment of a scatter plot of the residuals and the
predicted values of the DV were examined. Additionally, an inspection of residuals also was
performed. These analyses indicated that normality assumptions were not violated. Tolerance
values were also examined, and these are discussed in later sections.
Quantitative Data Storage
Data was stored in the Qualtrics® system and transferred electronically into SPSS for
analysis at the study’s conclusion. Data also are stored in an SPSS file on the PI’s passwordprotected computer. The SPSS files are stored on CD-ROM as a backup to prevent data loss
from a technology failure. The CD-ROM is stored in a secure cabinet in the PI’s personal office.
Data access was limited to members of the PI’s dissertation committee.
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Qualitative Procedures
Questions
From within the constructivist paradigm, this study sought to answer in what ways
qualitative interviews contribute to a more comprehensive understanding of the responder
experience and the predictive relationship between several variables and psychological stress.
These variables were adequacy of object resources; moral congruence; perception of disaster
self-efficacy; resilience; social support; readiness; perceptions of adequate sleep, safety, and
security; education; disaster-specific training; and income.
During semi-structured interviews, participants were asked, “In your own words, what is
it about your disaster/humanitarian response event that stands out most to you?” Subsequent
open-ended questions explored the meaning behind the event and promoted dialogue about the
focus areas of the quantitative portion of the study as noted above. Probes and prompt questions,
formulated from participant responses, sought to expand their personal narratives, exploring
whatever facets of their response they identified as most significant, whether that be resources,
decision-making, interpersonal relations, moral conflict, emotional impact, or some other
element.
Sampling
A subsample of 10 participants from the quantitative portion who provided contact
information and agreed to participate in a one-hour interview were selected. Participants were
contacted via their preferred contact method (i.e. phone or e-mail) to schedule the interview.
Participants were informed that, during the scheduled interview, they should be able to sit in a
quiet, confidential location with no potential distractions. Participation was voluntary, and only
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participants who provided contact information on a specific page within the Qualtrics® system
were contacted.
Data Collection
The interview process began once voluntary consent to participate in the interview was
obtained and a mutually agreed on time and date was established. Both the PI and the participant
were in a location that permitted the interview to be conducted confidentially and without
distraction. Interviews were conducted via telephone, and consent to participate and verification
of inclusion/exclusion criteria were verbally re-confirmed before each interview. Participants
were asked to share in their own words what it was about their disaster experience that was most
meaningful to them. Thereafter, the participant was probed for additional responses by asking
such questions as “Tell me more about the incident you describe,” “How did that make you
feel?” “Please share with me any insight you may have about _____?” Participants also were
asked to inform the PI about any meaningful decisions they had to make. If not previously
mentioned during the interview, the PI asked how particular events influenced their perception of
their responder experience. For example, if a participant stated he felt unsafe but did not expand
on this statement, the PI asked what it was about the situation that made him feel unsafe.
Analysis
At the conclusion of each recorded interview, the PI transcribed the data verbatim.
Thereafter, procedures for phenomenological data analysis were performed as outlined by
Thomas and Pollio (2002). First, each interview was read to obtain an overview of the content.
Second, a line-by-line reading was performed to identify key words, themes, and meaning units
that provided greater depth of understanding relative to the variables of interest in the
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quantitative portion of the study. Finally, a thematic structure describing the experience of
responding to a major disaster/humanitarian event was developed.
During the analysis process, reliability of analysis was assured by reviewing six
transcripts with a number of qualitative scholars from several disciplines who meet weekly as
part of a phenomenology research group at UTK’s College of Nursing. The purpose of this group
is to discuss research processes, data analysis, and receive guidance for reporting research
results. Each member of the group was asked to sign a confidentiality agreement prior to
participating in transcript reviews. Contents of the interviews also were shared with members of
the PI’s committee. Finally, to verify the accuracy of the interview content, participants were
given the opportunity to discuss the findings with the PI and comment on the accuracy of the
description of their individual experiences. One participant stated that the themes were a salient
reminder of previous response experiences that were useful as he assessed his ability to respond
to the Ebola crisis. Additional participants indicated that the themes were highly representative
of their response experience.
Qualitative Data Storage
Transcribed interviews were stored on the PI’s personal, password-protected computer.
The transcripts also are stored on CD-ROM as a back up to prevent loss of data in the event of
technology failure. The CD-ROM and hard copy of each transcript are stored in a secure cabinet
in the PI’s personal office and will remain there for three years after the study’s conclusion. The
interview recordings are stored indefinitely and may be used for a future research project.
Parallel Mixed Data Analysis
Parallel mixed data analysis was performed after quantitative and qualitative analyses
were completed. Also referred to as parallel tracks analysis, this method is commonly used in
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mixed methods designs and is performed subsequent to two distinct procedures: the
descriptive/inferential statistical analysis of quantitative data and thematic analysis of qualitative
data. In this manner, understandings of the phenomena are obtained separately and subsequently
joined to develop meta-inferences. Accordingly, knowledge obtained from one form of analysis
will naturally shape knowledge gained in the alternate analysis. The outcome may be either
convergent or divergent meta-inferences (Teddlie & Tashakkori, 2009). While divergent metainferences are key to identification of further areas for research, convergent meta-inferences may
confirm what is known about the phenomena (Teddlie & Tashakkori, 2009).
Summary
In summary, pragmatism provided the philosophical roots for this study. This mixed
methods QUANT + QUAL study applied Hobfoll’s (1989) COR theory to predict psychological
stress based on perceptions of adequacy of resources while defining the ways qualitative
interviews contribute to a more comprehensive understanding of the responder experience and
the predictive relationship between adequacy of object resources; moral congruence; perception
of disaster self-efficacy; resilience; social support; readiness; perceptions of adequate sleep,
safety, and security; education; training, and income on psychological stress.
Eight instruments were for data collection. These included a demographic form and
scales for moral congruence, disaster self-efficacy, resilience, perceived social support, readiness
to deploy, and psychological distress. Descriptive statistics were used to obtain a snapshot of the
characteristics of the study sample. Multiple regression and bivariate analysis were used to test
hypotheses. Results of these analyses are presented in Chapter Four.
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Chapter Four: Findings

The purpose of this study was to apply Hobfoll’s (1989) COR theory to predict
psychological stress based on responders’ perceptions of resource adequacy, while concurrently
conducting qualitative interviews to gain a more comprehensive understanding of the
disaster/humanitarian responder experience. This chapter details the results of the quantitative
and qualitative findings.
First, this chapter presents a description of the study sample, an overview of the data
collection instruments, and a discussion of the statistical analyses of the responses to the study’s
quantitative questions. Second, this chapter reviews the study’s primary qualitative question and
presents the thematic structure developed from the themes that emerged from the participants’
stories. Thereafter, information regarding the phenomenological worlds of time, body, and others
are provided prior to a description of the contextual ground (chaos). The qualitative section
concludes with identified themes and exemplar quotes on which the themes were girded.
Description of the Sample
A total of 171 unique access codes were e-mailed to prospective participants who
expressed an interest in completing the on-line survey. Of these, 109 individuals responded. This
represents a 63.5% response rate.
The sample [N = 109] consisted of nurses [n = 48], physicians [n = 15], paramedics [n =
23], emergency medical technicians [n = 18], and mental healthcare providers [n = 5]. Despite
broad recruitment, no physician assistants responded. Responses were obtained from six
continents (Table 4.0). Additionally, genders were nearly equally represented with 49.5% male
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respondents [n = 54] and 50.5% [n = 55] female respondents. Participant ages ranged from 21 to
84 years [M = 51.18, SD = 12.1] with a median age of 50 and a mode of 48 years.
Table 4.0 Respondent Continent of Origin
Continent
n
Percent
Africa
1
0.9
North America
95
87.2
Asia
4
3.7
Europe
7
6.4
South America
1
0.9
Australia
1
0.9

The majority (46.5%) of respondents [n = 51] had graduate level education, while 30.3%
[n = 33] held a Bachelor’s degree. The remainder [n = 25] reported having an Associate Degree
(13.8%) or vocational education (9.2%). A majority indicated having received disaster response
training inside (79.8%) as well as outside (70.6%) of their organization. Gross household
income, measured in U.S. dollars and converted into U.S. dollars for non-US participants, was
measured categorically and ranged from less than $10,000 to more than $200,000 (Table 4.1).
Table 4.1 Respondent Gross Household Income
Income
Frequency
Percent
less than $10,000
4
3.7
10,000 to 24,999
1
0.9
25,000 to 29,999
3
2.8
30,000 to 34,999
4
3.7
35,000 to 39,999
3
2.8
40,000 to 44,999
2
1.8
45,000 to 49,999
4
3.7
50,000 to 59,999
5
4.6
60,000 to 74,999
15
13.8
75,000 to 99,999
18
16.5
100,000 to 124,999
21
19.3
125,000 to 149,999
9
8.3
150,000 to 199,999
4
3.7
more than $200,000
14
12.8
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Respondents had assisted with recovery in both man-made and natural disasters. A
majority of respondents (69.7%, n = 76) indicated natural disasters were the most memorable.
For 30.3% (n = 33) of respondents, man-made events were unforgettable because of their belief
that unlike natural disasters, man-made events are avoidable. The years of greatest participation
and major events of response for the study sample are shown in Table 4.2. The length of time of
deployment for disaster/humanitarian response ranged from 1 to 364 days, with a mean time of
38.03 days and mode time of 14 days. The number of events participants responded to ranged
from 1 to 40, with a mean of 6.34 and a median of 14.
Table 4.2 Participants’ Years of Greatest Participation and Response Locations
Year
2001

2005

2010

Major Disaster/Humanitarian Events
International
Population movement due
to ethnic conflict

Location

United States
9/11
Tornadoes
Tropical Storm Allison
International
Pakistani Earthquake
Afghanistan Humanitarian Conflict &
Peacekeeping Mission
Banda Aceh Tsunami

New York
Tennessee
Texas

Madura, Indonesia

Kashmir, Pakistan
Afghanistan
Banda Aceh, Indonesia

United States
Hurricane Katrina
Hurricane Rita
Hurricane Wilma
Hurricane Dennis
International
Haitian Earthquake
Libyan Revolution/Conflict
Cholera Outbreak
Floods

Mississippi and Louisiana
Texas and Louisiana
Florida
Florida
Haiti
Libya
Haiti
Papua, New Guinea

United States
Four Mile Canyon Fire
San Bruno Pipeline Explosion
Red River Flood

Colorado
California
North Dakota
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Table 4.2 Continued
Year
2011

Major Events
International
Ethiopian Population Movement
Christchurch Earthquake

Location
Ethiopia
Christchurch, NZ

United States
Tornadoes

Massachusetts, Mississippi, New
Hampshire, and North Carolina
North Carolina, Virginia, Maryland, and
New York
Texas

Hurricane Irene

2012

2013

Central Texas Wildfires
International
Humanitarian Conflict Peacekeeping Mission
Flash Flood East Timor
Typhoon Pablo (Bopha)

Kutupalong, Bangladesh
East Timor, Southeast Asia
Baganga, Davao, Philippines

United States
Hurricane Sandy
Hurricane Isaac
Tornado/Flooding
Tropical Storm Debbie
Colorado Wildfires
Mustang Complex Fires
Little Sand Fire
Sandy Hook Shootings
Tornado
Sheepherder Hill Fire
Floods
Dereccho Storm
International
Typhoon Haiyan
Humanitarian Conflict
Uganda Refugee Crisis

New Jersey and New York
Louisiana and Minnesota
Vermont
Florida
Colorado
Idaho
Colorado
Connecticut
Alabama
Wyoming
Oregon and Minnesota
West Virginia
Tacloban, Philippines
Batil, South Sudan
Uganda

United States
Flash Flooding
Boston Bombing
Tornado
Blizzard Nemo
Asiana Air Disaster
RIM Wildfire
West Fertilizer Company Explosion

Colorado and Texas
Massachusetts
Oklahoma
Northeastern States
California
California and Nevada
Texas

* Note: This table represents the scope of disaster response for the study sample. It does not reflect all
response events shared by the study participants for all years.
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Data Collection
A complete description of study instruments is presented in Chapter Three. Details
regarding potential scores for each instrument and analyses of reliability are presented in Table
4.3.
Table 4.3 Statistics for Instruments Used for this Study
Instrument
Object Resources
Sleep, Safety,
Security
Moral Congruence
Readiness to Deploy
Modified Disaster
Self-Efficacy
Resilience
Social Support
Impact of Event
Scale
Kessler 6

Potential
Score
6–30
10–50

Cronbach’s
Alpha
.86
.79

Min

Max

Mean

SD

Skew Kurtosis

6
20

30
50

21.95
38.01

5.17
5.81

-.65
.32
33.79 .46

9–54
12–48
8 – 40

.86
.74
.92

9
10
13

49
27
40

17.82
17.25
28.97

8.76
4.22
6.56

1.09
.87
-.479

1.06
.14
-.130

0–125
15–75
0–88

.91
.92
.92

64
41
22

100
75
67

83.23
63.13
29.17

10.15 .026
8.36
-.407
9.00
1.94

-1.22
-.782
4.21

0–24

.84

6

17

7.89

2.67

1.66

1.59

Table 4.4 contains information regarding correlations between instruments used to
measure independent variables.
Table 4.4 Correlations between Independent Variables
Object
Resources
Object
Resources
Sleep, Safety,
Security
Moral
Congruence
Readiness to
Deploy
Modified
Disaster SelfEfficacy
Resilience
Social
Support

Moral
Congruence

Readiness
to Deploy

-

Sleep,
Safety,
Security
.51*

Resilience

Social
Support

-.13

Modified
Disaster
Self-Efficacy
-.01

-.22*

.07

.11

-

-

-.21*

-.12

.21*

.24*

.20*

-

-

-

.01

-.12

-.15

-.19*

-

-

-

-

-.21*

-.22*

-.30*

-

-

-

-

-

.51*

.32*

-

-

-

-

-

-

.50*
-

*Significance: Two-Tailed; p < .05
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To elucidate study findings, specific details regarding findings from the RTDS, the
DSES, IES-R, and K-6 are presented prior to answers to the research questions
Readiness
The RTDS is scored by summing responses to each of the 12 items. The potential range
of scores is 12 to 48. Scores of 12 to 20 indicate readiness to deploy. A score of 21 to 30
indicates readiness with a stipulation that a responder confirms all pre- and post-deployment
issues such as financial readiness and family/employer support. Those scoring 31 to 40 are
advised to complete additional preparation prior to deployment, while those scoring 40 to 48 are
encouraged not to deploy due to increased risk of vulnerability to adverse emotional, cognitive,
and physical problems in a high-stress environment. Table 4.5 shows the number and
percentages of participants for each of the four categories.
Table 4.5 Degree of Readiness Percentages for Study Sample
Degree of Readiness
Percentage
Ready to deploy (12 to 20)
88% (n = 81%)
Must confirm pre- and post-deployment issues (21 – 30) 19% (n = 21)
Complete additional preparation (31 to 40)
0
Encouraged not to deploy (31 to 40)
0

Disaster Self-Efficacy
For this study, an error in entering the 25-item DSES into the Qualtrics® system resulted
in only the first eight questions being answered. Rather than delete the instrument and
consequently the variable, pre-intervention data from the 25-item scale and the eight-item scale
were assessed for a possible correlation. To do this, pre-intervention total scale scores were
calculated using data provided by Dr. Nypaver. Thereafter, a total scale score was calculated
using the eight-item scale for this study. Using a two-tailed test, a Pearson correlation of .89 (p <
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.001) was identified. Consequently, the variable and eight related questions were retained for
data analysis. Ultimately, an abbreviated eight-item DSES was inadvertently created.
Psychological Stress
Two instruments were used to measure the dependent variable of psychological stress.
Statistics for the IES-R are presented in Table 4.3. The IES-R does not have a cut-off for
diagnosis of PTSD, and it is not recommended as an instrument to diagnose the condition.
Additionally, all responders currently being treated for PTSD were excluded from study
participation. Consequently, as expected, no cases of PTSD were identified among study
participants.
The K6 scale specified classifications for psychological stress based upon instrument
scores. Scores for the instrument have the potential to range from 0 to 24 (Kessler et al., 2003;
Kessler et al., 2008) with 13–24 classified as probable SMI and 8–12 indicating probable mild to
moderate mental illness. Scores of 0–7 are classified as probable non-SMI cases. Scores were
obtained by coding each item on a scale from 0 to 4 and summing to obtain a total scale score.
Table 4.6 shows the number and percentages of participants for each of the three K6 categories.

Table 4.6 Degree of Psychological Stress as Measured by the K6 Scale
Psychological Stress Score
Percentage
Probable non-SMI (0 to 7)
59% (n = 64)
Probable mild to moderate illness (8 to 12)
30% (n = 33)
Probable SMI (13 to 24)
11% (n = 12)

Data Analysis
Instrument Correlations
Pearson product moment correlations were assessed to determine the strength and
direction of the relationship among variables in the IES sub-scales and the mean IES since either
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the mean sub-scale or the mean total scale score may be used. A correlation coefficient close to
+1 or -1 indicates a perfect linear relationship correlation, whereas a coefficient of 0 or close to 0
indicates no linear relationship (Munro, 2005). With a positive correlation, as the value of one
variable increases, so does another. With a negative correlation, as the value of variable
increases, another decreases. Cohen’s standard was used to determine the strength of the
correlation (i.e., r = .10 to .29 [small]; r = .30 to .49 [medium]; r = .50 to .10 [large]). Because
the correlation was large in all respects (Table 4.7), additional analyses were performed using the
mean IES score to answer the research questions.
Table 4.7 Correlations between mean IES subscale and mean IES scores
Intrusion Avoidance Hyperarousal
Mean IES
–
.68**
.74**
.93**
Intrusion
–
–
.62**
.88**
Avoidance
–
–
–
.83**
Hyperarousal
–
–
–
–
Mean IES
*Significance: Two-Tailed; p < .05

Answers to the Research Questions
Question 1
Multiple regression analysis was used to answer the first research question: Do
participants who perceive adequacy of object resources (food, water, shelter, safety, and essential
supplies to respond), personal characteristics (moral congruence, greater disaster self-efficacy,
resilience, social support, and readiness), conditions (adequate sleep, safety, and security), and
energy resources (education, disaster-specific training, and income) experience less
psychological stress than those who do not?
Multiple regression was selected because it is an essential tool predicting the impact of
multiple independent variables on a single criterion variable (i.e. dependent or outcome
variable). Furthermore, the method is applicable to experimental and non-experimental research,
and permits the use of categorical and continuous level variables (Keith, 2006).
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Two analyses were performed, one for each psychological stress assessment: the IES-R
and the K6. Each of these instruments was found to be moderately correlated (r = .50; p < .001),
although the IES is an assessment for symptoms associated with PTSD, and the K6 determines
the level of general psychological stress. The first analysis was performed using mean scale
score for the IES-R as the dependent variable. The mean IES-R score was used not only because
it is permissible (Daniel Weiss, personal communication, March 19, 2013), but also because the
mean IES-R scores and the subscale scores were found to be significantly correlated (Table 4.7).
The second analysis included the total scale score for the K6. Independent variables
simultaneously entered into the equations were total scale scores for object resources, safety and
security, energies, moral congruence, disaster self-efficacy, resilience, social support, and
readiness to deploy.
Impact of Predictors on IES
Cook’s D was assessed within the regression analysis using IES scores as the dependent
variable. A Cook’s D value of > 1.0 indicates the presence of influential outliers. The largest
Cook’s D value was 0.16, indicating there were no influential outliers.
Tolerance was assessed to determine the presence of multicollinearity among
independent variables. Multicollinearity is defined as the amount of variability in one
independent variable that is not explained by other independent variables. The expected range is
0 (complete dependence on other variables) to 1 (complete independence from other variables)
(Keith, 2006). Examination of tolerance values within the model indicated that all values are .52
or greater in all cases. Consequently, multicollinearity was not an issue. Additionally, values for
the variance inflation factor (VIF) were >1 in all cases.
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An alpha level of < .05 was used to determine statistical significance. A non-directional
hypothesis was tested because a result in either direction would be important. All participants
completed each instrument; however, in two cases income was absent. Consequently, the
analysis was performed using the mean income. Income was not found to be a significant
predictor of psychological stress.
The intercept is representative of the predicted score of the criterion variable when scores
of the predictor variables are zero (Keith, 2006). The amount of variance in the criterion variable
was explained by the predictor variables (R2) was .23 or 23%. Review of unstandardized
coefficients (b) for each predictor was performed, as these values are essential in determining
results that may influence policy development (Keith, 2006). The assessment indicated that
moral congruence and perceptions of disaster self-efficacy were statistically significant. All other
independent variables were not significant (Table 4.8).
An unstandardized slope indicates the average change in the DV associated with a onepoint increase in the IV, when controlling for all other variables in the model. Consequently, for
every one-point increase in perceptions of moral congruence, scores on symptoms measured by
the IES-R will increase, on average, by .32 when controlling for all other variables in the model.
Similarly, for every one-point increase in perceptions of disaster self-efficacy, scores on
symptoms measured by the IES-R will increase, on average, by .44 when controlling for all other
variables in the model.
Table 4.8 Results of Multiple Regression and the IES
Instrument
Basic Needs
Sleep, Safety, Security
Moral Congruence
Readiness to Deploy
Readiness to Deploy

β

b

t

p

-.06
-.08
.31
.14
.14

.-.11
-.12
.32
.31
.31

-.56
-.71
3.30
1.40
1.40

.56
.48
.00*
.17
.17
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CI
-.48 - .27
-.47 - .22
.13 - .52
-.13 - .74
-.13 - .74

Table 4.8 Continued

Instrument
Modified Disaster Self Efficacy
Resilience
Social Support
Income
Training within Organization
Training outside Organization
Education

β

b

t

p

.31
-.05
-.13
-.09
.01
.04
-.05

.44
-.05
-.14
-.24
.17
.58
-.42

2.95
-.47
-1.18
-.94
.10
.31
-.50

.00*
.64
.24
.35
.92
.76
.62

CI
.14 - .73
-.25 - .16
-.37 - .10
-.74 - .26
-3.10 – 3.42
-3.10 – 4.26
-2.10 – 1.25

1

Significance: Two-tailed (p < .05)
R2 = .25
3
Confidence intervals for unstandardized co-efficient
2

Standardized slopes (β), also referred to as the standardized regression coefficients, were
examined since perceptual increases in moral congruence or disaster self-efficacy are not
particularly meaningful as would be a measurement such as time or an increase in years. These
values are the standard deviation (SD) units that allow the comparison of the coefficients of each
predictor using the same metric. Adhering to Keith (2006), a value of > .05 is considered to have
a small yet meaningful association. Values > .10 and above are moderate, and those > .25 are
large.
The β calculated for moral congruence or disaster self-efficacy alike is (.31) indicating
these predictors have a large association with psychological stress and are similar in strength.
This indicates that for each one standard deviation increase in scores for moral congruence and
disaster self-efficacy, scores (in standard deviation units) on symptoms measured by the IES-R
will increase, on average, by .31 when controlling for all other variables in the model.
In summary, multiple regression analysis was completed using scores on the IES as the
dependent variable and the independent variables of perceived adequacy of object resources
(food, water, shelter, safety, and essential supplies to respond), personal characteristics (moral
congruence, greater disaster self-efficacy, resilience, social support, and readiness), conditions
(adequate sleep, safety, and security), and energy resources (education, disaster-specific training,
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and income). This analysis indicated that moral congruence and perceptions of disaster selfefficacy are statistically significant predictors of psychological stress when controlling for all
other variables in the model.
Impact of Predictors on K6
Cook’s D was assessed within the regression analysis using K6 scores as the dependent
variable. The Cook’s D value was 0.14, and similar to the analysis using IES-R scores, there
were no influential outliers. Tolerance also was reviewed to determine the presence of
multicollinearity among independent variables. In all cases, values were .52 and above indicating
that multicollinearity was not an issue. As with the IES-R, values for the variance inflation factor
(VIF) were >1 in all cases.
In this model, an alpha level of < .05 was used to determine statistical significance. As
with the IES-R equation, non-directional hypotheses were tested because a result in either
direction would be important. Likewise, all participants completed each instrument, and in two
cases, income was unreported. The analysis was performed using the mean value, and income
was not found to be a significant predictor of psychological stress.
The intercept of the model was 13.22 with a standard error of 3.17. The amount of
variance in the criterion variable was explained by the predictor variables (R2) was .37 or 37%.
Review of unstandardized coefficients (b) for each predictor indicated that moral congruence,
perceptions of disaster self-efficacy, readiness, and educational level were statistically
significant. (Table 4.9)
Table 4.9 Results of Multiple Regression and the K6
Instrument
β
b
t
Basic Needs
.03
.01
.25
Sleep, Safety, Security
-.17
-.08
-1.66
Moral Congruence
.23
.07
2.61
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p
.80
.10
.01*

CI
-.09 - .11
-.17 - .02
.02 - .12

Table 4.9 Continued

Instrument
Readiness to Deploy
Modified Disaster Self Efficacy
Resilience
Social Support
Income
Training within Organization
Training outside Organization
Education

β
.27
.31
-.20
-.15
-.11
-.02
.04
-.17

b
.17
.13
-.05
-.05
-.09
-.08
.19
-.46

t
2.93
3.22
-1.91
-1.48
-1.25
-.19
.37
-2.01

p
.00*
.00*
.06
.14
.21
.85
.71
.04*

CI
.06 - .29
.05 - .21
-.11 - .00
-.11 - .02
-.22 - .05
-.97 - .80
-.81 – 1.18
-.91 - .-01

1

*Significance: Two-Tailed; p < .05
R2 = .37
3
Confidence intervals for unstandardized co-efficient
2.

Consequently, for every one point increase in perceptions of moral congruence, scores on
symptoms measured by the K6 will increase, on average, by .07 when controlling for all other
variables in the model. With regard to readiness to deploy and disaster self-efficacy, with each
one point increase, scores on symptoms measured by the K6 will increase by .17 (readiness to
deploy) and .13 (disaster self-efficacy), on average, when controlling for all other variables in the
model. For education, with each one point increase in education, scores on symptoms measured
using the K6 will decrease by -.46, on average, when controlling for all other variables in the
model.
As noted previously, standardized slopes (β) are useful when predictor variables are not
measured in a meaningful way, such as time or years, because they allow the comparison of the
coefficients of each predictor using the same metric. Adhering to Keith (2006), a value of > .05
is considered to have a small yet meaningful association. Values > .10 and above are moderate,
and those > .25 are large.
Again, adhering to Keith (2006), the calculated β for educational level (-.17) and moral
congruence (.23) are moderate, whereas the values for disaster self-efficacy (.31) and readiness
(.27) are large. As such, educational level and moral congruence have a moderate association
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with the criterion variable of psychological stress, while disaster self-efficacy and readiness have
a large association. This indicates that for each one standard deviation increase in scores for
moral congruence, disaster self-efficacy, and readiness, scores (in standard deviation units) on
symptoms measured by the K6 will increase by .23, .31, and .27 when controlling for all other
variables in the model. Conversely, with each one standard deviation increase in education,
scores (in standard deviation units) on symptoms as measured by the K6 will decrease by -.17 on
average when controlling for all other variables in the model.
In summary, multiple regression analysis was completed using scores on the K-6 scale as
the dependent variable and the independent variables of perceived adequacy of object resources
(food, water, shelter, safety, and essential supplies to respond), personal characteristics (moral
congruence, greater disaster self-efficacy, resilience, social support, and readiness), conditions
(adequate sleep, safety, and security), and energy resources (education, disaster-specific training,
and income). This analysis indicated that moral congruence, perceptions of disaster self-efficacy,
readiness, and educational level are significant predictors of psychological stress.
Correlations
Questions two through 10 were answered by conducting a Pearson’s correlation
assessment. Review of scatterplots associated with each correlation revealed no curvilinear
relationships or significant outliers. Again, an alpha level of < .05 was used to determine
statistical significance. A non-directional hypothesis was tested because a result in either
direction would be important. Statistical findings are summarized in Table 4.10.
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Question 2
Question two asked if there was a relationship between perceived adequacy of essential
supplies (e.g. medical and communications equipment and medications) and perceptions of
disaster self-efficacy. Findings indicated there was not a statistically significant correlation.
Question 3
Question three explored the relationship between perception of disaster self-efficacy and
resilience. Findings of the Pearson r assessment indicate a statistically significant correlation
between disaster self-efficacy and resilience. As disaster self-efficacy increases, resilience
increases.
Question 4
The relationship between moral congruence and resilience was examined in question 4.
Findings indicated there was not a statistically significant correlation
Question 5
Findings indicated that there was not a statistically significant correlation between moral
congruence and disaster self-efficacy.
Question 6
There was a statistically significant correlation between perceptions of adequacy of
essential supplies and moral congruence, and it was negative. As perceptions of adequate
supplies to respond decreased, perceptions of moral incongruence increased.
Question 7
Alternatively, the relationship between perceptions of adequacy of essential supplies to
respond and resilience, explored in question seven, was not statistically significant.
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Question 8
Question eight explored a relationship between perceptions of social support and
readiness to deploy. A relationship exists, and it is statistically significant. The negative
correlation indicates that readiness to deploy is negatively influenced by perceptions of
decreased social support.
Question 9
Conversely, the relationship between income and readiness to deploy as explored in
question nine was not statistically significant.
Question 10
Finally, the relationship between perceptions of adequacy of sleep and disaster selfefficacy were examined. The relationship was statistically significant indicating that greater
perceptions of adequate sleep influence a responder’s disaster self-efficacy.
In summary, assessment of the relationship between select independent variables using
Pearson’s r indicated that there is a significant relationship between disaster self-efficacy and
resilience, moral congruence and essential supplies to respond, social support and readiness to
deploy, and disaster self-efficacy and perceptions of adequate sleep.
Table 4.10 Correlations between Select Independent Variables
Variables
r
Adequate Supplies and Disaster Self-Efficacy
-.01
Disaster Self-Efficacy and Resilience
.51
Moral Congruence and Resilience
-.15
Moral Congruence and Disaster Self-Efficacy
-.12
Essential Supplies and Moral Congruence
-.22
Essential Supplies and Resilience
.07
Social Support and Readiness to Deploy
-.30
Income and Readiness to Deploy
-.19
Sleep, Safety & Security and Disaster Self.21
Efficacy
*

Significance: Two-tailed (p < .05)
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p
.94
00*
.12
.21
.02*
.51
.00*
.05
.03*

Phenomenological Exploration
The sample for phenomenological exploration of the experience of disaster response was
comprised of 10 volunteers who agreed to be interviewed following completion of the on-line
survey. The sample consisted of one mental health worker, two physicians, two firemen/EMTs,
two paramedics, and three nurses. The experience of the interviewees encompassed both manmade and natural disasters, including the 2013 Boston Marathon bombings, Typhoon Haiyan, the
2010 Haitian Earthquake, Hurricane Katrina, settings of massive fires that displaced hundreds of
victims, and chemical spills requiring survivor evacuation. Table 4.11 serves as a brief
introduction to the participants who participated in a phenomenological interview. Profession has
been combined with the most memorable response event in order to provide an identifier.
Table 4.11 Participants’ Gender, Country of Origin, and Most Memorable Event
Participant
Gender
Country of
Origin
MD: Hurricane Katrina
Male
USA
MD: Typhoon Haiyan
Female
Philippines
Mental Health Worker: Haiti Earthquake Female
USA
RN: Boston Marathon Bombing
Female
USA
RN: Cambodian Refugee Crisis
Female
USA
Paramedic: Hurricane Katrina
Male
USA
Paramedic: Chemical Explosion
Male
Canada
EMT: Hurricane Katrina
Male
USA
Fireman/EMT: Hurricane Sandy
Female
USA
Fireman/EMT: California Wildfire
Male
USA
* Some participants spoke of more than one event. In this case, quotes within the text reflect the event being
discussed.

Bracketing Interview
A bracketing interview was completed prior to conducting participant interviews. The
purpose of this interview was to reveal any preconceived ideas I had about the
disaster/humanitarian response experience. Although I have not responded to a disaster event, I
have performed humanitarian work in the Dalit villages of Northern India. During my interview,
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I recalled my passion for helping the underserved and my sorrow when observing individuals
suffering from vision loss, undiagnosed terminal cancer, grief, loss, and a plethora of other health
events. I recounted how I believed it was my mission to give, to the extent I was able, as much
health and stability to the individuals I served.
During my travels, I felt a little fear as the team and I boarded a train for an overnight trip
through northern India. The fear stemmed from news of a recent train bombing in nearby
Pakistan but was somewhat appeased by knowing I was traveling with a group. Had I been
traveling alone, the emotion would have had a tighter grip on me and most likely would have
influenced my travel plans. Overall, I am acutely aware of the fear and disequilibrium that can
occur when traveling in a different country where the culture and language are so different from
my own.
I have also been able to learn about different cultures and beliefs during my travels.
Always an avid learner, I listened intently to Chinese nursing students as they told me why the
concept of hospice has not been embraced fully in their country. I was interested to learn that the
painting around the eyes of an Indian child was a mechanism to keep evil spirits away. I felt
anger and guilt when I saw Indian villagers drink water from a mosquito-infested barrel of
rainwater. I was angry that clean water, an essential to sustainable life, was so scarce in Northern
India. I felt guilty because I know that as an American, I have an abundance of resources, which
I take for granted. I am keenly aware of the striking contrast between the worlds that I have
visited and the world in which I live.
Finally, after my bracketing interview, I am more aware of the emotional toll that
humanitarian work can exact. In fact, as I recounted my story of humanitarian experiences, I felt
empowered by remembering the people I was able to help and cried for those for whom all
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efforts were futile. I assert that this emotionality is born of caring, the desire to give of myself to
help others.
Taking the time to reflect for my bracketing interview helped me empathize with the
emotions shared by the study participants. I had a greater understanding of their feelings of
sadness at witnessing the losses of others. I understood their expressions of fear, frustration, or
insecurity as I listened to stories of being in strange places, serving in shelters, or being unable to
decipher words from a strange dialect. Having left my family at home to pursue my humanitarian
mission, I understood the need for support from those I love.
Ultimately, exploring my personal experiences helped me identify assumptions I may
have imposed on participants during the interview process. As much as possible I set aside my
assumptions related to fear, anger at observed injustice, factors motivating response, and others
prompted by the interview process. Furthermore, collaboration with the UTK phenomenology
group served as an additional mechanism to harness my assumptions during the interview and
data analysis process.
Gathering the Stories
Participants came from six continents, and this diversity strengthened the study by
providing a greater breadth of experiences and cultural perspectives. Although the interviews
were originally anticipated to last approximately one hour, they were extended at participants’
requests. After one hour, it was typical for participants to continue talking, some for as long as an
additional hour, with a strong desire to ensure that I understood their lived experiences. Most
expressed that talking was therapeutic, and occasional moments of silence served as a time for
reflection. I was moved by my interaction with each participant, and thankful for the thoughts
they shared with me. Having uninterrupted time to listen was especially important given the
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participants’ frequent assertion that no one understands the response experience except other
responders.
My only regret was that I met participants via telephone instead of in person. No
responders in my local community elected to share their story in a face-to-face interview. I
offered responders from other locales the opportunity to speak using Skype, but no one accepted.
Google Voice was the most efficient way to meet with each participant. Despite the lack of faceto-face interaction, the time spent with participants was rich. The stories that were shared were
genuine and most often detailed. At times, participants would talk extensively, pausing only to
ask if I was there. Once assured, they would progress with their next thought. I embraced their
moments of silent reflection, interpreting emotion through sighs or throat clearing. All
participants expressed appreciation for my interest in their experiences, and a lack of face-to-face
interaction did not appear to influence the interviews negatively. Presenting their stories is my
way of acknowledging their participation.
Phenomenological Analysis
All interviews were recorded and transcribed onto paper for phenomenological analysis.
To optimize anonymity, transcripts first were de-identified and then each participant was referred
to by profession and response event. Although I analyzed all interviews independently, the multidisciplinary phenomenology research group at the UTK College of Nursing provided assistance
to add rigor to the analysis process. Each member of the research group signed a confidentiality
agreement prior to participating in the transcript analysis.
In both independent analysis and phenomenology group sessions, interviews were read
line by line to obtain an overview of the participant’s story. Thereafter, each story was read again
to identify recurrent words, phrases, or ideas. These items were determined to be meaningful in
105

the disaster/humanitarian response experience, and they served as the base on which themes were
established.
The themes derived from the meaning units are descriptive and stated in the words of the
participants. It is from these themes that the thematic structure, a visually descriptive
representation of the study findings, emerged.
Thematic Structure
The thematic structure serves as a tool for presenting the findings in a visually descriptive
manner. Phrases used within the structure are the themes identified during analysis of
participants’ stories, and the structure demonstrates the relationships of the themes to each other.
Themes identified in this study are “I lost my footing,” “I saw everything was gray,” “I was
totally vulnerable,” “That’s why I do it,” “I was in the middle, in the moment,” and “I get to go
home.” These themes are discussed in detail in the section entitled, Themes and Exemplars
within the Contextual Ground.
Chaos, the contextual ground of disaster/humanitarian response, is depicted as the
disruption of equilibrium as responders lose their footing amidst the confusion of disaster.
Uncertainty is uncompromising, and as response plans invariably go awry, the situation becomes
gray. Decisions become muddled, the “right” path becomes less clear, resources are stretched,
and coping is challenged.
Almost simultaneously, a strong, sweeping, metaphorical wind stirs the responders’
senses, evoking sights, sounds, and smells embossed on the memories carried of the catastrophic
event. The experience causes responders to feel physically and mentally vulnerable. Despite this,
responders must put personal fear and emotions aside. They must remain in the middle of the
response and act within the moment to ensure survivors’ safety and well-being.
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The drive to respond is complex and multi-faceted. It derives from a need to bring order
out of chaos, show love and compassion for those in need, be appreciated for their contributions,
and experience the adrenaline rush of serving in the midst of turmoil. They want to contribute
their knowledge and skills to help others and to feel important because of their efforts. In
essence, the motivation is rarely singular. Most often, the inner drive to respond is rooted in
multiple factors, with different motivators taking precedence at any given point in time,
depending on the circumstances.
At the conclusion of responders’ time in the field, when the metaphoric winds of
chaos and upheaval subside, and equilibrium returns to the stricken community, responders’
vision turns toward home. They go home for physical rest and emotional healing. They go home
to reflect on what they have learned, how they will conduct themselves, and how they will live
their lives differently because of the experience. Then the next disaster/humanitarian event
occurs.
Disaster Response and the Four Existential Grounds of Human Existence
According to Thomas and Pollio, human life and its experience extend from four
existential grounds that are common to all people: “others, time, body, and world” (Thomas &
Pollio, 2002, p 4). These existential grounds are discussed below in hierarchical order based on
analysis of the emphasis placed on them in the interviews. Description of these grounds are
included to give a context for the participants’ stories, which contain exemplars of each ground
Participants’ experiences often overlap, creating strong threads that bind the narratives into an
experiential tapestry.
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Figure 2. Thematic Structure
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Phenomenological Experience of “Time”

Time is more than the passing of minutes or hours, or the recording of days and months
on a calendar (Thomas and Pollio, 2002). It also represents growth, accumulated wisdom, and is
reflected in a person’s perspective on the world and outlook over time. The chaotic moments in
disaster response produce change, and participants were eager to share how their experiences
transcended time. For some, the metamorphosis they discussed was personal, for others it
focused on the transitions apparent within the community of responding organizations.
I see things that I never saw before. I see the clouds. I see the stars. I see the grass. I see
things and I hear – I just notice things that I never noticed before. I just don’t take
anything for granted… It just does it to you. (RN: Boston Marathon Bombing)
Often times, people tend to guard their personal space, trusting in their own ability to
succeed in achieving a specific goal and denying assistance from others. The passage of time in
disaster response facilitates teamwork as responders learn about the services and skills offered by
other people and interdependent organizations.
And it started out with everybody kind of being on guard with each other. The local
mental health people were there. Who else? The Salvation Army, of course. All of those
kinds of agencies were there giving out food and clothes and cases of water, everything
that people could need. And the agencies that were there were kind of – it’s like getting to
know another person. Everybody wasn’t quite sure of what the other players did until I
started going around with some of the clients. And in the process, the agencies would get
to know what my agency was doing. So by the end of the time that I was there, we were
all working like a team. (RN: North Dakota Flood)
The magnitude of responsibility in responding to disaster/humanitarian events is
astounding, and over time, changes in mental health may occur. Attitudes change and
physiologic responses follow. Emotions can run awry, and relationships with peers are affected.
Over time, chaos can bring stress to the forefront, crumbling the façade of effective coping.
You see a change in the attitude. You can tell when they’re not sleeping well. They’re not
as happy as they used to be. They’re not eating normally like they used to, they seem to
be tired, they’re drawn, blackness around the eyes from not getting enough sleep. They
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react differently than they would’ve in the past, like if someone’s joking with them or
something happens where someone asks them to do something, sometimes they react in a
negative kind of angry manner. (Paramedic: Chemical Explosion)
Time also is demonstrated in the duration of a response event. With time, responders and
survivors can gauge when the immediate threat has passed, and attention can shift to recovery.
For one participant, time helped define the parameters of man-made versus natural disaster
events.
After a tornado comes through or a flood, people know that it’s through. And at this point
at [the Boston bombing] – nobody knew that – I mean, they just didn’t know it was over.
(RN: Boston Marathon Bombing)
Another participant seemed to equate the time he spent responding with the magnitude of
his contribution. In essence, he felt that his contribution to the response was greater the longer
his deployment. For him, running out of time in a deployment highlighted all that was left to be
done. Consequently, he wanted to stay longer to increase the magnitude of his contribution.
I hate to leave. I look for ways to stay. You know, I like being there very much, and – I
truly look for ways to extend my deployment in some sort of way. I mean, my team left
New Orleans after 13 days and came home for three, and I went back on the second team
because I wanted to be there some more. There was still more to do. (MD: Hurricane
Katrina)
Phenomenological World of “Body”

Human bodies are not merely objects that take up space within a vast universe. Bodies
are comprised of flesh and blood as well as psychological components. Bodies interact with the
world, and through our visceral experiences, we come to know home, and develop a sense of
place that feels comfortable and familiar. We sense the world through the gray matter that
inhabits the space behind the protective bones of the skull and the neurological complexes that
weave through our flesh. Participants shared the bodily experience of disaster/humanitarian
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response in descriptive ways, and for many participants, the sensory experiences of disaster
response became figural.
I didn’t feel like I was like gonna die or anything, but I definitely felt like, I have no –
grounding here. It was a very interesting kind of sensation that all my senses were
affected by what I was seeing, what I was hearing, and then what I was smelling, which I
don’t think has really ever occurred to me before. (Mental Health: Haiti Earthquake)

As a result of these experiences, smells once characteristic of an annual celebration—
outdoor cooking—are a reminder of disaster. The abhorrent odor of death is readily apparent
alongside broken glass and burned trees.
Well, its life changing. Christmas trees don’t smell like Christmas trees; Christmas trees
smell like tornado when you’ve been to a tornado that’s gone through pine trees. And
campfires smell like forest fires if you’ve been there… People can’t smell disaster on The
Weather Channel. They don’t know what a flood smells like. It smells horrible. You can’t
smell that on TV. (RN: Boston Marathon Bombing)
… because of the earthquake there was a lot of… people were burning charcoal and
rubber and trash, just to be able to cook and stuff. So there were these very weird smells.
They were not smells that reminded me at all of – of the United States. (Mental Health:
Haiti Earthquake)
The sensory experience of disaster response includes auditory input. Participants reported
difficulty reconciling the olfactory and auditory experiences. Examples included sounds of
foreign languages from the culture in which the responder is enmeshed.
And it was just like smells that were very unfamiliar to me, which just added to – to just
my sense of being – there was nothing that reminded me of home, really, because the
language, everyone was speaking Creole or French. (Mental Health: Haiti Earthquake)
In the throes or aftermath of a disaster, activity is constant. Consequently, the hum of life
emitted by responders and survivors alike may be incessant, stirring responders’ auditory senses
day and night.
And then throughout the day, it was just this constant – the medical team that I worked at
was right on the edge of the relocation camp, so even when it was really quiet there was
always this sort of sound, like low-vibration sound, because there were just so many
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people around. Like, it was just a constant murmuring kind of sound that you would just
hear. So even when I would try to just sit quietly, there was always this kind of like
humming sound that you would hear ‘cause there were just so many people… (Mental
Health: Haiti Earthquake)

Creature comforts include adequate food, a warm and comfortable place to rest, and
shelter from the environment. One or more of these comforts often are inadequate or absent
during the responder experience.
I think I kind of just expected that that might be true. I slept in the tent for two weeks, had
three-minute showers, and ate a lot of really bad food, but so did everybody else, so it
wasn’t like I wasn’t getting anything. Plus, the people I was working with in Haiti were
sleeping in worse places than me and eating nothing. (Mental Health: Haiti Earthquake)
Sleep, that was non-existent. We didn’t sleep much. (EMT: Hurricane Katrina)

Most participants shared the importance of recognizing their physical limitations to avoid
becoming victims themselves, which would further drain the system of valuable supplies needed
to care for survivors. In fact, participants clearly recognized the real possibility of their becoming
a liability or being injured or killed.
I mean, this was my concern, not so much with myself but, I think, myself and anybody
I’m working with. We don’t want to become a liability on the scene. We don’t. I mean, it
may happen and it’s not terrible, but I think that, as much as possible, we shouldn’t add to
the problem. (Mental Health: Hurricane Katrina)
It was more or less a one-way conversation of me telling them that they were going to go
sit down, they were going to step off the line. And you know… because, if they didn’t,
then they became a patient and not only were they no good to me but they were no good
to anybody else on the ground. And they were potentially putting themselves into a spot
where they could have ended up injured or killed. (Fire/EMT: CA Wildfires)
During disaster/humanitarian response events, the toll exacted on responders is not just
physical. It is also psychological, and the mind’s ability to affect physiologic functions is well
established. One participant shared the importance of relieving the burden of psychological pain
that can occur as a result of the response experience.
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… it’s – an emotional toll. A man, regardless of how strong he is mentally, emotionally,
and physically, can only bear so much weight for so long. And there’s got to be a point
where – you have to sit down with somebody, you have to talk to somebody, you have to
get it off your chest. You can’t – continue to hold it in, or you’re gonna be hit hard,
you’re gonna be tore apart. It all boils down to an emotional toll that it takes on your
psyche as time goes on. It’s not healthy to keep all of that in. (Fire/EMT: CA Wildfires)
Phenomenological World of “Others”
Thomas and Pollio (2002) assert that humans develop relationships in which some
people, with whom we closely relate, are part of an inner circle, and others are not. In disaster
response, those who have experienced such events become part of a select cadre. Those who
have not responded are necessarily excluded because they are not able understand the
experiences of the insiders, and a trusting relationship may not be present.
They [family and friends] support what I do but they don’t – nobody understands it
unless you do it. (RN: Boston Marathon Bombing)
I think this is – this is different because it’s really like a – more of a secret society in a
way. People know that I’ve gone to Haiti. There are just things about me that have come
up over time that people know about me. And unless they’ve done it with me, they don’t
really know exactly what that means. (Mental Health: Haiti Earthquake)
Trust is characterized by strong belief in the dependability of another person. Within
responder communities, relationships are strengthened by trust relationships within the inner
circle. The value of trusting relationships is undeniable as responders collaborate to ensure that
services provided are congruent with the goal of the response plan to meet survivor/community
needs. Furthermore, communication within these trusting relationships provides opportunities for
catharsis, a mechanism for healing in the midst of turmoil.
And you just can’t – you don’t have that [trusting relationship] with anybody except your
people who’ve done it, been there, done that. (RN: Boston Marathon Bombing)
The confidante bond serves as means to catharsis after the event, which allows
responders to decompress safely, relieving an overabundance of emotions that seep from
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memories so vivid, they cannot be tucked away. The opportunity to speak within the confines of
a secure relationship is so meaningful that anger may result in its absence
... You know, there’s no way to describe this to people. I feel like I came back just feeling
angry for a little while ‘cause, you know, I wasn’t able to get people to understand what it
was like. I wasn’t like outwardly angry, but internally I was a little annoyed when people
would just ask me about it and then change the subject… (Mental Health: Haiti
Earthquake)
The intense activity of the response event fosters deep bonds between team members.
They provide emotional support and mentorship to fellow providers in the field, facilitating
camaraderie that is essential in the absence of order. The relationships become so close that a
keen awareness of ‘other’ exists within the responding community. Being attuned to other
members of the group and caring for each other facilitate a modicum of safety and security in the
chaos.
Each one of us had four sets of eyes surrounding us because we were willing to be that
close for each other. You know, we took good care of each other. I know that these three
guys have my back and they know that I have their back. And, like I said, when it comes
to being the dysfunctional family, we are – well, I don’t know how any of us are –
haven’t just beaten each other to death. But I love every single one of them as if we were
blood relatives. (Fire/EMT: CA Wildfires)

At times, humor can help break down communication barriers. It may also be a stress
reduction tool, used to lighten the burden of the response experience. Despite its usefulness,
humor—especially off color humor—may not be shared freely with unfamiliar colleagues. The
unity of trusting relationships provides opportunities for joking, which allow responders to put
down their guard to reduce stress.
Oh, yeah, when we get to work, we just go talk dirty with each other. It’s – I mean, it’s
almost enough to make the devil blush. It’s a stress relief of the darkness. (Fire/EMT: CA
Wildfires)
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Trusting relationships also can serve to eliminate societal and organizational hierarchies
and allow responders with varying educational backgrounds and income levels to work
collaboratively toward a common goal. This level playing field becomes the ground on which
responders strive to ensure disaster survivors are restored to some level of stability.
It’s very interesting, the dynamics when people put on responder attire because it’s very
leveling. You have no idea if somebody has come from a trailer park or a penthouse
when they put responder attire on. I mean everybody’s on an even plane. And, I have
worked with people from a poverty level walk of life, and I have worked with people
who are multimillionaire CEOs of companies. And we all work side by side, and we all
do what we do, and we all do it for the client. (RN: Boston Marathon Bombing)
Phenomenological “Non-Human World”
The experience of the world captures human and time-related meanings (Thomas &
Pollio, 2002). The experience in the non-human world in the geologic sense is exemplified in
narratives that recognize of humanity’s place on a large, densely inhabited, revolving orb. This is
significant given the human tendency to define ourselves by our material possessions. In the
absence of worldly assets, human beings are but a small cog in the huge wheel of life.
I guess that’s a traumatic thing to – to see, I mean, see everybody’s belongings in one big
pile. You know, hundreds and thousands of people with all their belongings in a pile. It
makes you realize how small we are in this world. (Fire/EMT: CA Wildfires)
It’s made me extremely humble in realizing that we’re just a little – a little spot in this
whole world. It makes you feel that way. It makes you think that way. Katrina, if it
doesn’t make you feel that way, I don’t know what will. I mean, it makes you feel
basically almost insignificant, like – it’s so overwhelming, that it just – I don’t know if
there’s an answer for that. I mean I don’t think there’s an answer for that. I mean, you
know, it makes you feel just helpless and insignificant. (EMT: Hurricane Katrina)
Envisioning the smallness of humanity in the darkness of space can lead to a vision of
isolation despite the steady hum of surrounding life. Isolation may lead to feelings of despair,
frustration, and fear as responders cope with loneliness despite being amidst colleagues. Lack of
adequate communication equipment exacerbates the isolation experience. It is interesting to note
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that although earth is inhabited by more than seven billion people (Worldometers, 2014),
isolation still can occur when communication networks fail.
Cut off from the rest of the world, you know? Right after Katrina hit, it was like three
weeks before we finally got communication back up near Lafayette, Louisiana. I mean,
we were cut off. I mean, it was like we were cut off from the world… We had no
communications with our dispatch, we had no communication between all our crews, we
didn’t know who was alive, who wasn’t alive, we didn’t know if all the trucks were
attended, we didn’t anything. And it was a horrific experience. (EMT: Hurricane Katrina)
So, like, I had no real point of contact. I mean, my cell phone was either dead or I kept it
off in order to, like, conserve battery. Friends from outside the area were just worried,
trying to get ahold of me. (Fire/EMT: Hurricane Sandy)

Today we live in a global society where we travel from country to country, visiting or
residing for a brief time in different cultures. Typically, we acclimate by pursuing our interests,
occupying our time, and stimulating our senses with new experiences of our choosing. For
responders, new cultural experiences are vastly different, and they may cause feelings of
isolation despite being surrounded by other people.
It (constant sounds of life created by homeless survivors) was very moving. It was very,
very visceral – once I realized what I was listening to, I would wake up in the morning. I
just lay there in my tent and listened to it. And it just made me think of people sticking
together. These are people who had been disrupted from everything about their lives,
their routines, and yet they – they were sort of like coming together in this little shared
experience that I wasn’t a part of, but yet I could hear it. (Mental Health: Hurricane
Katrina)
Ensuring the safety and well-being of individual survivors, even entire communities, is a
daunting task. Yet, in the commotion, responders strive to bring order and calm through caring,
and suspending their personal needs to ensure the needs of survivors and stricken communities
are met. Participants shared stories of their efforts to restore order, sacrificing personal comfort
for the good of many “out there” in the world.
I have a strong desire to bring order out of chaos. I think it’s my way to reach out to the
world and – and try to restore some order to it. (MD: Hurricane Katrina)
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We go out there with our… hearts, and our ears. We go out – to listen and to care, and
that means more than anything in the world else that you could do out there. (RN: Boston
Marathon Bombing)
You have to be willing to sort of suspend certain demands that you might have in the
world for the greater good. (RN: Cambodian Refugee Crisis)

The Contextual Ground
“I lost my footing”
The backdrop of the disaster response experience is chaos, the theater in which all
response activities occur. Chaos is a condition in which all things lose their natural order. In
chaos, what was supposed to be no longer is. Those who voluntarily immerse themselves to
provide assistance to others may perceive the outcome of an encounter with chaos as
overwhelming, gruesome, or horrific. Participants shared stories of responding amidst torrential
floods, residential destruction, charred remains, rampant disease, personal risk, and many other
extraordinary events. While witnessing these events first hand may cause responders to falter
temporarily, they also may “lose their footing” vicariously through interaction with survivors.
He lost his car, he lost his house, he lost everything. And, he was staying with friends, but
the man just sat there, and he was telling me about all his stuff and just breaks down and
starts immensely crying and just – that hardcore, deep, sorrowful – just really cried. And,
– he kind of – I don’t think he even realized it. He stepped forward and he just grabbed
ahold of me and started hugging me while he’s just immensely crying like this. And then,
he stepped back and he was like, ‘Oh, my gosh, I’m so sorry’, and he kind of got himself
back together and took off. And he left, and I sat there inside the building where the
storage units were, and I just – I went completely blank. No emotion, no – just, entirely
lost. (Fire/EMT: CA Wildfires)
So I just tried to imagine, like, what does that feel like, to lose not just stuff, but like lose
– lose your footing, you know, lose your community, lose your – lose your sense of
country, almost. (Mental Health: Hurricane Katrina)
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Participants shared that rules that govern interaction between people and the environment erode
amid chaos. Likewise, the order of life becomes disordered. Nowhere was this more pronounced
than in the following participant story.
He started drawing a picture, and he was telling me, he said, “The pigs are eating the
people.” And what he was talking about was people were keeping these pigs, – and I saw
the pigs. There were pigs around, I don’t think they were goats, but there was – definitely
pigs that were out, kind of like wildly rooting around in the trash. But people would keep
pigs also, just as livestock, right there in the city. And there were bodies, you know,
trapped under the rubble and the pigs were eating them. (Mental Health: Haiti
Earthquake)
Alterations in the usual order of life and nature may be difficult to reconcile with the
familiar world. Reality within the strange, new world may be difficult to grasp.
I mean, other than the fact that I was still on Planet Earth; there were very few things that
I could attach to that felt familiar to me. (Mental Health: Haiti Earthquake)
In each of these cases, the resulting chaos is an affront that compromises a sense of
physical and psychological well-being.
The earthquake just seemed – horribly gruesome. You know, listening to them
[survivors] talk about having buildings caught up, some people being pinned under
concrete or roofs and then the bodies would just be there day after day after day. (Mental
Health: Haiti Earthquake)
You don’t see that they’re sweeping up fingers and feet. You see that they’re sweeping
up papers and backpacks. You don’t see that they’re sweeping up fingers and feet. (RN:
Boston Marathon Bombing)
In the aftermath of both man-made and natural disaster events, traditional response
methods became an eclectic array of unexpected activity in which responders engaged their
experience, imagination, and knowledge in an effort to ensure survivor safety.
Actually, it’s more of the frustration, coming from the fact that things could have been
better if the people who were supposed to be doing something did their part… I mean, the
people who were supposed to be doing something were not doing what they are supposed
to do. So we had to start somewhere (MD: Typhoon Haiyan)
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… the other one was the evacuation of a hospital that was on fire. And we had to move
patients out of there including carrying them out of the OR in the middle of surgery and
relocate them to other hospitals, keeping them anesthetized, those kinds of things.
(Paramedic: Chemical Explosion)
[We] go into devastated areas and locate patients that may be trapped, uh, or – and/or
injured and perform extrication, rescue, medical care, then get them transferred on to…
some form of more permanent healthcare. (MD: Hurricane Katrina)
Time dissipates in the race to restore stability, and adherence to traditional policy and
procedure, out of necessity, may be replaced with experiential knowledge.
The last thing you have time to do is pull out your 800-page manual and start leafing
through it to find out what you’re supposed to be doing. (Paramedic: Chemical
Explosion)
All of those things you learned that are by-the-book, it’s good to learn in class, but when
it comes to, you know, that patient isn’t gonna be laying in that exact, anatomical
position, so you have to make things work. (Fire/EMT: Hurricane Sandy)
In the absence of well-coordinated activity, the response effort is propelled by
responders’ instinct and initiative.
Because we did just do what we had to do at that point. Whatever that was there was
nothing we can do because at that point, there was – there was just no, you know,
organization whatsoever. (MD: Typhoon Haiyan)
For lack of better terms, an instinct has developed over years of doing the job. You know,
it’s just training. Training and an instinctive… an instinctive experience. (Fire/EMT: CA
Wildfires)
Themes and Exemplars within the Contextual Ground
Theme One: “I saw everything was gray”
The color gray relates to the ambiguity inherent in disaster/humanitarian response
activities. In the response setting, standards of care, typical in formal healthcare settings, must be
altered due to understaffing and lack of conventional equipment. Plans formulated prior to arrival
often require adjustment to meet survivors’ needs. Disaster/humanitarian events are replete with
uncertainty, and there may be no right or wrong answers to healthcare dilemmas in these
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settings. Participants shared how expectations were shattered during the response experience.
Unexpected events altered plans created while preparing for the deployment. In the midst of the
disaster/humanitarian response experience, nothing is certain.
I was so earnest, and I thought I had it all figured out. And then I got there, and
everything was gray. All of my instructions had to go out the window. (RN: Cambodian
Refugee Crisis)
You just gotta’ take whatever the situation is and do whatever you gotta do when you
gotta do it, you know? Look – you can’t have a box. You’ve gotta think outside any box
‘cause there is no box. They just can’t prepare for anything because disasters aren’t
preparable… you prepare in your training and your experience and everything else, but
did I ever think I was meant to save the life of an iguana by breaking out a hot pack and
putting it on him because there was no heat lamp? No, but I did one time. (RN: Boston
Marathon Bombing)
Published literature indicates that a lack of essential supplies to respond is a
known barrier to response activities. Furthermore, federal stockpiles are inadequate to
meet responder needs during crisis events. Lack of essential supplies fuels uncertainty as
responders strive to provide care with tools they have on hand. Responders shared stories
demonstrating the need for critical thinking and creativity in the absence of essential
supplies.
There was a major suicide attempt, and a lady slit both her arms and both wrists with a
barber’s razor in a tent, on an air mattress in a tent and took six bottles of pills. We were
using 39-gallon trash can bag liners to put over her arms and legs and to apply pressure
and stop the bleeding. You use what you got available, and you use it. The supplies were
somewhere, but they weren’t in the tents… And, you know, just in the real world you
gotta’ just do what you do in the real world (RN: Boston Marathon Bombing)
Well, now when I go out I carry my own forms with me because there’s never enough
paper. We have to do an amazing amount of paperwork to document this and that. It’s
health status things, but it’s also paperwork to put stuff into a computer so we can have
computer records of things. (RN: North Dakota Floods)
There was total chaos, and things were not being done the way it should. But the thing
about this is the fact that there were no people or like a command system was… nowhere
to be found. He was nonexistent, if I can say it that way. And from the time that got there,
everything was upside down in terms of the basic things that needed to be done,
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especially with the needs of – the basic needs of the people, like food. (MD: Typhoon
Haiyan)
Participants repeatedly stated that responders must be flexible. One noted, “Control
freaks don’t do well in disasters.” Lack of control may result in psychological burden spurred by
a sense of helplessness to accomplish necessary tasks.
I’m sorry I can’t get to you. I can’t help you because your house is surrounded in 15 foot
of saltwater. I’m sorry I can’t get to you because your house was leveled and I can’t get
to you. You had pre-warning to get out. But you chose to stay, and now you want me to
come in the middle of the storm and get you. Yeah, that’s – that’s difficult to – for
anybody’s problem. You know, how would anybody cope with that? You know, how do
they expect – you try to get there but you can’t do it, you just can’t get there.
Helplessness. Number one, first and foremost. And that’s a feeling I hate. I hate feeling
helpless. That – that is – that’s the easiest way to put it, I feel helpless. And when you
feel helpless you feel almost worthless because you know that you’re trying to get there
and there’s nothing you can do to get there. (EMT: Hurricane Katrina)
It is an emotional thing… in the hospital that they do not have the basic things, like food.
And you know, those basic needs like diapers for the babies, for the pediatric patients and
simple towels or sanitary napkins. So we had to travel back to our town… to buy this
stuff because, there were no other sources in the area which had all these things that these
patients needed. (MD: Typhoon Haiyan)
Anger, guilt. occasionally, hell, not a feeling of worthlessness but feeling like you could
have done more, regardless of what anybody tells you. (Fire/EMT: CA Wildfires)
Of course, primarily you pity them and then you wish you could have brought some
more, like, a simple tetanus vaccine. So after a week, the [medical] system didn’t work.
We started getting patients who were already having tetanus. Like this one man, he was a
patient; he was already having spasms, one of the signs of tetanus, and it could have been
prevented by just being able to give him the necessary medicine. When we went to that
next town, we were also looking for tetanus vaccines. But we went to all the pharmacies,
but we didn’t find any more. (MD: Typhoon Haiyan)
While the routines of daily life can be tedious, there is comfort in routine. In
disaster/humanitarian response, there is no routine; responders must learn to expect the
unexpected, because uncertainty is the only certainty. One participant jokingly stated, “You
don’t get your leg blown off with a tourniquet in your pocket.” Others shared,
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But you have to know going in that it’s not gonna go the way you think. Anybody that
thinks, because we planned it’s gonna go really smooth – I don’t think it ever does.
There’s always unexpected things that that crop up. I guess you can never be complacent
that everything’s just gonna be fine, because there’s probably things that are gonna go
wrong. (Paramedic: Chemical Explosion)
When I go out and – and I’m actually there, I always end up doing something different
than what I expected that I was gonna be doing. Which is both frustrating and rewarding.
First frustrating, then rewarding. (RN: North Dakota Floods)
As we become accustomed to routine, qualities such as flexibility may give way to
insistence that tasks be performed a certain way or be performed at a specific time. In the midst
of chaos, responders need flexibility. One participant said that through flexibility, they can be “in
control over – not control.” By letting go of the need to control and embracing flexibility,
responders are more able to do what needs to be done in the moment.
To do the work, you have to understand that – it’s the very most essential quality that you
have to have is flexibility because in disasters everything changes all the time. (RN:
Cambodian Refugee Crisis)
You just go and say here I am. And that’s the thing that you have to do. You just go and
say here I am, what do you need me to do? (RN: Boston Marathon Bombing)
[With regard to tasks] what I did was like whatever task, it’s a task that I can do
something about, then I do something. (MD: Typhoon Haiyan)
Viewing the fruits of our labors can be a rewarding and satisfying experience. In
disaster/humanitarian response, the goal of complete recovery is not likely to be attained prior to
the end of a responder’s deployment. Furthermore, despite the provision of disaster/humanitarian
care, survivors’ safety and autonomy cannot be assured. Participants spoke emotionally about
relinquishing the expectation that survivors and communities would be restored to normalcy after
the response. This realization made severing relationships with survivors and communities
difficult.
We have this inherent need to fix things, rescue people, and be sure it sticks, be sure it’s
permanent. And it was real hard to let go of that man because I knew he was going back
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out on the streets at his preference. And all that assistance would probably fall by the
wayside. That was a difficult thing to let go of. (RN: North Dakota Floods)
You know, you’re just standing there looking at these people in the eyes. And they’re,
you know, they sense that there’s something going on, that there’s some sort of threat,
then see us leaving – and they couldn’t again have that option. (RN: Cambodian Refugee
Crisis)
Other participants reported difficulty in acknowledging that life for survivors will never
be the same as it was before the disaster.
One of the hardest things at the beginning was that a few people came in that had a bad
situation, a bad life before the disaster, and then a disaster hit, and they’re gonna have a
bad life after. They didn’t have any money before the storm and they’re not gonna have
any money after the storm, and now they don’t have a house either. So we’re there to fix
and help with their immediate disaster-related needs, but we can’t fix their whole life.
(RN: Boston Marathon Bombing)
We’re there to put a Band-Aid on what the storm did to that part of their life, and that’s
what we can do. So to make decisions like that… you have to say ‘no’ on some things.
You would love to be able to give ‘em everything they need, but you can’t. (RN:
Hurricane Katrina)
The grayness also presents a dilemma for moral decision-making. While participants
discussed how the need to make ethical decisions is inherent in disaster/humanitarian response,
they noted that having support for such decision-making would be invaluable. As one participant
stated.
Oh, God, like when you’re in a situation where you’ve got to make difficult decisions, or
you’ve made a difficult decision and then you have to live with it, to have somebody kind
of walk through that with you would be helpful. When you have a moral conflict, you –
there’s no one – no one to pick up and call for somebody to help you out there. (RN:
Cambodian Refugee Crisis)
The struggle to make the best choice in the face of morally ambiguous situations is just
one part of the responder experience that those who have not responded may not be able to
comprehend fully. Responders are keenly aware of the expectation that they behave ethically.
One responder shared,
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… You know, we believe we’re expected to be invited into somebody’s house, whether
it’s the guy that’s renting a one-room six and eight or a family that lives in a multimillion-dollar mansion, we’re expected to go in there and with the utmost honor, ethics,
and integrity. Don’t touch anything. (Fire/EMT: CA Wildfires)
Ethical principles—such as justice, fairness, beneficence, autonomy, and a pledge to do
no harm (i.e. non-maleficence)—are woven into the fabric of the response experience. One nurse
recounted her efforts to mitigate maleficent actions against sheltered Katrina survivors.
You know, there were all these chemical plants along the river down there. I think that’s
the gulf. And so they came in and they got up on the stage and they said, you know,
“Anybody that wants work,” you know, “come with us and we’ll pay you 10 dollars an
hour.” And people were practically fainting. That was like a fortune. They had never
made 10 dollars an hour before. Many volunteers who went off, mostly young people,
you know, sitting in the shelter is boring, there’s nothing to do. But then, they started
showing up with terrible, like rashes and coughs and some GI upsets. So after talking to
them, it became very clear that they were being exposed to chemicals without any
training, without the proper protective equipment. Plus, they weren’t getting paid the
money that they were owed. First of all, it just infuriated me that anybody would come in
and exploit these people who had already been through Katrina. I went to the shelter
manager, said, “This is what’s going on,” and so she called the local authorities and they
came over to talk to us. (RN: Hurricane Katrina)
Additional difficulties can arise when interdependent organizations must work together
despite being unfamiliar with organization-specific personnel, roles, and functions. The problem
is exacerbated as experienced responders strive to exert influence using personal experience,
skill sets, or seniority.
So if you walk into a situation where you don’t know anyone that’s there and you don’t
know… their background and what they’re responsible for, that can make decision
making extremely difficult. And people can get very resentful. They’ll fight the decisions
or try to establish a different relationship as to who’s really in charge (Paramedic:
Chemical Explosion)
But agencies, other agencies, are just the people in the agency. I mean it’s not some
bureaucratic, faceless entity. It’s the people that make up the agency. Some of the FEMA
responders who know me, we work together perfectly. But if I go – to another FEMA
persona and they don’t know me, then there has to be that getting to know you. They’re
just confused. They don’t know what to ask or what to expect. (RN: North Dakota
Floods)
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While making everyday decisions can be difficult, in disaster/humanitarian response the
difficulty is multiplied exponentially due to the surrounding chaos and uncertainty. This
difficulty can continue to affect responders after they complete a deployment.
… at the time that I was making the decisions, I didn’t really give much thought to it. I
just looked at the situation, I did what I thought was best, I made my decision, and we
executed it. After everything was said and done and I got back home… I have a horrible
problem of second-guessing and over-criticizing myself after an incident is over.
(Fire/EMT: CA wildfires)
Theme Two: “I was totally vulnerable”
During the interviews, I asked participants to tell me what stood out to them about their
most memorable responder experience. Many participants said they felt vulnerable in the
disaster/humanitarian event arena, and in many cases, vulnerability was not just a feeling but also
a stark reality of being near danger. Participant stories mentioned fear and feeling helpless in the
face of tragedy.
Fear as – I didn’t speak the language, I was a woman, I had no way to defend myself, and
I was totally vulnerable. (Mental Health: Haiti Earthquake)
… helpless and hopeless, you know when you can’t even get a cold glass of water – and
you walk over to your sink, cannot get a cold glass of water. You can’t even open your
refrigerator ‘cause if you do, you’re gonna let the cold air out. And that’s the little things,
just the little things that –I guess, eat at you after a while. You know? I enjoy a cold glass
of water every once in a while. (EMT: Hurricane Katrina)
People generally feel safe to carry out normal routines when they feel they are in a secure
environment, and they may go to great lengths to ensure the integrity of their surroundings. In
the chaos of disaster, safety is often in question, and the responders’ well-being cannot be
guaranteed. In several cases, responders also became (extended) victims of the event,
experiencing danger and risk alongside members of a stricken community.
So these responders were actually in the same situation with the victims – the extended
victims, not the immediate – not the people who had lost limbs or anything, but
125

everybody in the whole city was a victim in that disaster. (RN: Boston Marathon
Bombing)
It was getting dark and no phone. There was no police to call. There was no backup plan.
I was like, ‘Hey, here I am! What am I gonna do, you know, if things don’t work out?
Where – where can I go and kind of hide out for the night?’ And I don’t think I’ve ever
been without – a plan B before. That was kind of scary. (Mental Health: Haiti
Earthquake)
So, it ended up being a situation that got to be volatile at times, and we had a couple of
major suicide attempts. There were fights… between residents. There were alcohol and
drugs and weapons, – and an uncontrolled environment. And, I just didn’t feel real
secure. (RN: North Dakota Floods)
… we’ve always got to worry about it. Just because somebody calls 911 and says, “Hey,
look, my house is on fire,” and you pull in – as you’re pulling up and you see the smoke
and you are running up in there, and guess what: the next thing you know, you’re being
shot. It was a trap. There’s some really weird nut cases out there. There’s some lunatics
out there that want to hurt you worse than they want to be helped. (EMT: Hurricane
Katrina)
Responders share not only the threat to life and limb alongside survivors, they also share
a need for food, water, rest, and shelter. Although responders are encouraged to be aware of
physical limitations, many admit to working long hours with inadequate sleep despite the ability
of rest to rejuvenate creativity and critical thinking needed for response activities. Furthermore,
the lack of sleep and adequate food seemed to be an expected experience inherent to the
responder role.
I mean, resources were kind of limited in terms of food, electricity, that kind of thing. I
didn’t go home for the – even though I live like a mile away, I didn’t go home. I worked,
like, a hundred and five hours in five days. (Fire/EMT: Hurricane Sandy)
After the first few days, everybody was firing up barbecue grills because we didn’t have
any power. So they were firing their barbecue grills, and everything that was in their
freezers, their deep freezer was being barbecued. So we had food because if not, you’re
gonna lose it anyway, so you might as well cook it and eat it. Sleep, that was nonexisting. We didn’t sleep much. (EMT: Hurricane Katrina)
In this study, differences in perceptions of vulnerability between seasoned and novice
responders were not apparent. However, it stands to reason that individuals new to the responder
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role may be more vulnerable due to their lack of knowledge. This lack of knowledge can be a
barrier to the response team’s efforts to ensure safety and security of survivors and responders.
Two participants provided the following examples.
He (an untrained responder) would not know what to do. He wouldn’t know what to do –
he don’t really have the training. And he would end up being a liability along the way
instead of being useful. Especially if they are not trained or at least briefed on what to
expect in in responses. (MD: Typhoon Haiyan)
… a couple of physicians and a couple of nurses who loaded up a van full of medications
and medical gear and drove themselves to New Orleans ‘cause they wanted to help
people… where we were. They arrived there ready to go to work and start seeing
patients. And I said, “So, okay, well,– that’s great, I’m glad you guys are here. Where are
you staying?” Oh, well, you know, we’re gonna – we’re gonna get a room. I said, “Well,
you – you realize there’s not a hotel room for 300 miles around here?” Uh, oh. Oh,
there’s not? Oh, well, we’ll – we’ll stay in the truck. “Oh, okay, all right.” We’ll, you
know, live in this truck. “Okay. What are you gonna eat?” Well, we figured we’d just get
something someplace. “Well, there – there is no something someplace. There’s no food
available here unless you brought it with you. And what can you do?” Well, we’re ready
to see patients. We got all these medications, and we’re ready to see patients. I said,
“Okay, well, that’s great, too, but how in the world is the system going to find you and –
and know to get patients to you? Where are you going to go to see patients?” Well, you
guys just tell us where we need to go and we’ll start seeing patients. Well, that’s great,
but it’s not quite that easy. You know, you gotta have a location, someplace where the
community knows that you’re there so they can come to you. Or you gotta have tools to
do the job so that if an ambulance is starting to bring patients to wherever you are, you
can take care of them, you know? So – so can you guys take care of major broken
bones?” And, Oh, well, no. “Do you have x-ray?” No. “What is it you guys can do?”
Well, we can – you know, we can take care of the minor stuff and – and, uh, you know,
treat those. “Well, that’s great, but you don’t have any tools to be able to do that, and –
and you don’t have any place to do it. And you, in essence, have nowhere to live and
nothing to eat, so you are now my responsibility to take care of you, and you are taking
up resources that these people down here need. And while your contributions could be
really valuable, you’ve made it so difficult for me to find a way to utilize your
contributions that you are, honestly, more trouble to me than you are of benefit. (MD:
Hurricane Katrina)
Participants shared that their disaster/humanitarian event responses affected them both
physically and emotionally. Responders described the events with adjectives such as horrendous,
gruesome, and chaotic. They also described feeling fear, helplessness, hopelessness, frustration,
and anger. Bad memories—such as pigs eating corpses, the smell of floods, and smoke from
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destructive flames—were pervasive. Because such experiences reside in their memories, tugging
at their thoughts and emotions, responders can remain vulnerable to effects from response
efforts, long after returning home. For some, the response activity may have been years ago, but
the images are still vivid.
Now, one of the houses that we were protecting, we were standing on a ridgeline in
between a valley and the house, and I felt something nudge up against the inside of one of
my boots, and it was a rabbit. And this rabbit was basically huddled up against me, and it
looked up at me, and then I looked back down, and it took off down the hill and ran into
the fire. Now, I thought it was extremely odd that this would happen. It’s something that
even to this day, on the very rare occasion that I do think about it, I mean, you know,
really? What the hell? You know, you – you come running up, you lay against my boot,
and then you run down the hill into the fire lines. (Fire/EMT: CA Wildfires)
Such memories can cause burdensome and destructive emotions, which may, over time,
overcome an individual’s ability to cope. Many participants reported that such memories have
been known to contribute to responders’ committing suicide. In an effort to stave off the impact
of such tragic scenes on the memory, team members—true to the trust established within the
inner circle—offer to listen and help carry the burden as only one who has volunteered can. It is
hoped that by offering a listening ear, the life of fellow responders can be spared.
There’s numbers of suicides every year related to this kind of thing. (Paramedic:
Chemical Explosion)
I mean, I’ve seen ex-friends commit suicide because of the stress… from the stuff that
they’ve seen. (EMT: Hurricane Katrina)
To protect each other, it is vital for responders notice when colleagues exhibit unusual
behaviors and offer assistance when appropriate. Several participants reported that the signs of
psychological distress are readily apparent: changes in attitude, angry outbursts, altered sleep
patterns, darkness under the eyes, and a lack of desire to eat with others. Responders recognize
the importance of reducing stress and ensuring at-risk colleagues are capable of providing care
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despite the pressure of the environment. Furthermore, responders’ oversight of others working in
responder community helps mitigate risks to survivors, the community, and providers alike.
I like helping people, and I like helping them find their feet if it’s their first deployment. I
like telling people that the hideous situation or a chaotic situation that they’re in is –
doesn’t have to be that chaotic. We can dial it back to 50% chaotic. (RN: North Dakota
Floods)
Because we still have to protect the public, too. You know, we are here to protect them.
We’ve got to get them the right help, but we also don’t want things to go wrong, in the
field, because they’re under this stress or they’re in the condition that they’re in. They
could make errors in the – in the field with other patients that could be detrimental.
(Paramedic: Chemical Explosion)
Theme Three: “That’s why I do it”
The reasons that disaster/humanitarian responders place themselves in the chaotic
environments of disaster/humanitarian events are numerous. In general, responders have a
genuine concern for others, and have a desire to ensure that victims of disaster/humanitarian
events are restored to an acceptable level of health and well-being. Overall, responders care
about others out of recognition that fellow human beings have a right to quality of life despite
gender, race, ethnicity, or sexual orientation.
Caring, a major nursing concept, serves as a catalyst to responder service. While one
participant is motivated by a love for humankind and the belief that human pain and suffering
can be moderated by caring, another’s impetus is derived from experiences gained during
formative years. Professional training can provide the knowledge needed to respond; however,
education alone is not a motivator for disaster/humanitarian response. Participants shared,
Part of my response is to just try to neutralize things with love. (RN: Cambodian Refugee
Crisis)
The nursing that I do is caring and compassionate. It’s not medical professional. The
training that I had to do what I do [respond to disaster/humanitarian events], I learned in
Sunday school. And from my mom and dad. I mean, it’s just family – it’s that training.
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It’s not, my nursing school training… when I stop totally caring for the clients, the
survivors, then I – I need to stop doing what I’m doing. (RN: Boston Marathon Bombing)
This said, expressions of appreciation, an oft-neglected sentiment, can fuel responders’
efforts to restore affected individuals and stricken communities to normalcy. In fact, survivor
acknowledgment of responder efforts has served as the basis for long-term, survivor-responder
relationships in which responders continue to let survivors and affected communities know they
care. Additionally, expressions of thankfulness serve as a reward to those who are motivated by
knowing they have contributed to the livelihood of others in a meaningful way.
I find that work intensely satisfying and rewarding. That’s part of why I do it. I love
doing it, quite actually. And you know, I think it’s that positive feedback piece that really
– really sort of keeps me coming back. (MD: Hurricane Katrina)
I’m doing it for me because I get a whole lot more out of it than I give. And don’t call me
a hero because these people are feeding my sense of needing to feel needed. But it gives
me a little boost, at the end of the day, feeling like, ‘Eh, maybe I did. Maybe I did do
something. I – I did do something good today, and I am appreciated.’ (RN: Boston
Marathon Bombing)
And he’s still writing me thank-you notes for that. He invited us, in fact, to attend the
funeral of his girlfriend. (RN: North Dakota Floods)
Other motivators for disaster/humanitarian response are not as positive. Participants
shared that, although response efforts tend to bring out the best in people, some responders are
overbearing because of their desire to exert power over others. One participant shared, “I saw
probably abuse of power as maybe the most unhelpful behavior.” For such responders, their
leadership time may be temporary.
[Leaders] wouldn’t stay. They would say, “Do this! Do that! Do this! Do that!” Like that.
At the end of the day, they’re gone. They’re back to their homes at the end of the day.
Everybody just wanted to be the star. They would shine a few minutes, and then go out.
(MD: Typhoon Haiyan)
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Responders also may be motivated by their expertise and the belief they deserve a
leadership role. Although one participant informed me that the playing field is level within her
organization, a tendency to climb ladders within the response hierarchy also is evident.
I think it’s more bragging or status-seeking – it’s like setting the hierarchy for who’s
more experienced or who’s better than somebody else. (RN: North Dakota floods)
Disaster tourism is an affliction within disaster/humanitarian communities that motivates
responders to serve based on a desire to explore the world beyond familiar geographic
boundaries and satisfy personal curiosity about an event. This practice brings ethical boundaries
into question due to the possibility that such tourism exploits survivors and stricken communities
for personal gain. One participant witnessed this first hand, and shared a story about how disaster
tourists sought to profit from the suffering of others.
In disasters there’s a lot of disaster tourism where people that are not even involved
come. I mean, at Newtown they were taking home the memorials that were set up by the
roadside and selling them on eBay. There’s a lot of that kind of tourism, disaster tourism,
too. (RN: Newtown School Shooting)
Still others attempt to feed their self-importance by being in the middle of the chaos
where they can be seen and heard. While well-intended individual contributions to mitigate
pain and suffering caused by disaster/humanitarian events are honorable, visiting the site
for personal glorification rather than to meet survivor needs is detrimental to the response effort.
You know, you’re gonna discover when you go out on these deployments there’s
different reasons people are volunteering, and some of it is that they have their own
issues, like where this is… a place that makes them feel important. (Mental Health: Haiti
Earthquake)
Several participants shared their desire to feel mastery over the physiological effects of
disaster response. For these individuals, the challenges of surviving in austere, low-resource
environments are enlivening, and the adrenaline that comes from responding feeds their
creativity and energy. Although one might expect that the rush is a desire unique to youth, in
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reality responders from varying age groups reported craving the experience. According to one
responder, the yearning for an adrenaline rush fuels a tendency toward “stupid” (e.g. risky)
behaviors between deployments.
We’re adrenaline junkies that do stupid things on our days off because we’re bored, and
we just need something to get those juices flowing, to get that pop. Get that adrenaline
addiction fed and it can be hard. (Fire/EMT: CA Wildfires)
I mean, I’m really young and I don’t really worry about that kind of thing. I’m really
adventurous, so I like the adrenaline. (Fire/EMT: Hurricane Sandy)
I enjoyed the kind of excitement of it and I enjoyed the rush of the moment and problem
solving that I had to do. And, over time the ability to control my own reactions and then
over time realizing I was actually pretty okay with most of the things that came in the
door. (Mental Health: Haiti Earthquake)
Many of us tend to identify ourselves by our professional labels (i.e. doctor, nurse,
paramedic, and so forth). While some responders assert that God, family, and work are priorities,
others say work is the top priority because it is who they are. Participants shared that being a
responder is part of their identity, making performing the job a compulsion that can be all
consuming.
When people ask what the important things are in my life I say, “My faith, my family,
and my disaster response.” Those are the things, in that order. That’s who I am, that’s
what I do. Because that’s what gives me who I am. That’s what makes me who I am—my
faith, my family, and my disaster response. (RN: Boston Marathon Bombing)
… my brother and I, like, we’re fourth-generation firefighters. And then I’m the first one
to be an EMT in my family. [I] just really like the medical aspect of it. But I just knew
from a young age that I always wanted to help people. I had a really strong sense that I
wanted to be in public service… I mean, my – my family was all in the military, so
there’s just still that very key thing of helping others in service. (EMT: Hurricane Sandy)
Theme Four: “I was in the middle,” “in the moment”
Participants informed me that they overcome fear, fatigue, and stress by immersing
themselves in the work: ensuring the safety and well-being of survivors. Additionally, they
oversee colleagues’ activities through a reciprocal relationship that involves caring about fellow
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responders’ general welfare and risk for injury, illness, and stress. Seasoned experts are best
suited to this role, and they recognize the need to develop these skills in novices.
They [responders new to the field] need to know so much intellectually, but once you
have been physically immersed, that’s when you get it. (RN: Cambodian Refugee Crisis)
Having the experience also builds your own confidence in the ability to make decisions
quickly when they need to be made and have some confidence that – they [fellow
responders] understand when you make the decision, what the outcome should be.
(Paramedic: Chemical Explosion)
Although responders’ primary goal is to provide healthcare and recovery services to
survivors, at times, mentoring other responders is the most urgent need. Those who serve as
mentors recognize their obligation to foster learning in the new generation of responders. In the
absence of mentorship, valuable knowledge—that has the potential to instill confidence and
boost camaraderie amidst chaos—cannot be imparted. In fact, given participant assertions that
knowledge is gained while immersed in the response experience, mentorship while in the field is
critical.
… And let ‘em know that this is normal, this is the way it goes. “You are not
individually, personally being jerked around. This is the way it is, and just deal with it,
this is what we do”…You know, I’m just mentoring… First, you take a rookie under your
wing a little bit. (RN: Boston Marathon Bombing)
I also like helping new staff members who are going out on their first disaster. I went to a
shelter one time after flooding and there was a new nurse that had been there for three
days. And she had no medicines to give out, she had completely run out of supplies, she
was not sleeping very well. And the night nurse who had been on had said that he was not
coming back because he’d only been told what he was doing wrong by other people; he
hadn’t been told what he was doing right. And so I sort of take those people under my
wing and help them out, tell them how to solve their problems, get ‘em supplies. (RN:
North Dakota Floods)
The whirlwind of activity surrounding the chaos of response is filled with uncertainty,
with little time for prioritizing tasks. Furthermore, there may be limited opportunity to think
creatively about how to achieve goals within time and material constraints. Distractions are
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undesirable since they can undermine response efforts. While reflecting on their experiences,
respondents shared how they remained focused during the event.
… In the middle of it, that’s not hard because, there’s so much going on that your mind is
just automatically triaging and prioritizing what needs to be taken care of. And you just –
you know, you put this in a box over there and you take this and put that up over there
and you’ll get to it. And that’s how you function when there’s so much going on. (RN:
Cambodian Refugee Crisis)
First of all, when I’m in a crisis situation, I tend to compartmentalize my thinking, and I
just become entirely client-focused. I tend to be totally in the moment when I’m dealing
with a situation. I have to remind myself when I’m in a disaster situation that I am just
there. I’m just here in the moment. I’m not thinking about what I’m going to be doing
tomorrow. I’m not thinking about what I did yesterday. I’m just here in the moment right
now, looking at what the needs are in front of me. (RN: North Dakota Floods)
I mean, I just kind of focus on everything and nothing else matters. I don’t remember if
I’m hungry or I’m tired or I’m wet or anything like that. I just kind of focus on what’s at
hand. (Fire/EMT: Hurricane Sandy)
When you get [to the response site], you’re very focused on the task that has to be done,
and you kind of put the danger part to the back of your mind, because you really have to
clearly focus on what needs to be done and how quickly you can get it done, making sure
that everybody’s as safe as possible. (Paramedic: Chemical Explosion)

It is often said that the eyes are the windows to the soul. In every response event,
survivors and the stricken community are a central focus. Despite the immense task at hand,
responders took time to distinguish the personhood of each survivor, and recognition is gained
by gazing into a survivor’s eyes.
I listen on the news and they’ll say so many thousand homes destroyed, or… so many
hundred people were injured, and when you go there, it’s not a hundred people. And you
look at ‘em and you look in their eye and it’s like, ‘This is one.’ And – this is one
person’s life who is changed forever, and it’s not one of two hundred; this is one. And
then, you go to another one, and this is one. And this is one. And just looking in their
faces and – and talking to them and hearing their stories, each one is so different. They’re
not one of two hundred or one of three thousand; they’re one of one when you’re there.
(RN: Boston Marathon Bombing)
You know, it was just like, ‘Gosh, what do we do with that?’ Do I make it an issue, or do
I normalize it? Cause he seems to have normalized it. But I do remember just, like,
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having that little pit in my stomach moment of going, ‘Ooh, wow, okay.’ But I just fell
back on my very basic counseling skills of just reflective listening, to just feel like I can’t
really give him any long-term help for this; the most I can do is just be present with him
right at this moment. (Mental Health: Haiti Earthquake)
In general, healthcare providers tend to multi-task. As responders, healthcare providers
multi-task and struggle with an internal desire to meet the needs of survivors. Being forced to
acknowledge that all survivor needs cannot be met can be heart wrenching. In fact, the
realization that the lives of those in stricken communities cannot be fully restored prior to the
conclusion of the deployment can result in moral distress. To mitigate this, several participants
stressed the importance of focusing on immediate needs because they cannot—nor are they
expected to—meet all the needs for an individual or a community.
I have done training practice on this, and I just drill the four words into myself and drill
‘em into everybody else: immediate disaster-related needs. Do they need it immediately?
Is it a need? And is it disaster-related? (RN: Boston Marathon Bombing)
… That’s what’s important, just take care of people. Figure out the most efficient way to
do that with what we had. I know how to get past the chaff and get to the wheat… [first
time responders are] still finding their way, and so a lot of what I focus on in my
education is how to get those people focused on the things that are important. Some of
that stuff, there’s nothing you can do about it, and some of that stuff is to be expected,
and some of that’s just how it is. (RN: Cambodian Refugee Crisis)
The immensity of the disaster/humanitarian response demands responders with
experience and expertise. No task is too large or too small if it results in increased survivor wellbeing. Participants described their work as leaders, advocates, logistical staff, caregivers, and
liaisons with other recovery agencies. Sometimes, the most important tasks were being present
and listening intently to a survivor’s story.
… the best thing I could do sometimes was to just be an un-shocked listener, you know,
to just remove my reaction from the equation and to just listen and comment on their
strength. (Mental Health: Hurricane Katrina)
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Participants voiced concerns about obstacles that prevented them from focusing on
response efforts. The most prominent barrier was the presence of media personnel who, in the
interest of increasing their audience, overstepped boundaries, and overlooked survivors’ rights.
One participant shared a story about an immigrant father who refused all medical care after a
tornado until he was certain his daughter had received the necessary services.
And he was very surprised and appreciative of all the things that we had arranged for him
and his family and that we had not been intrusive. The media was just hounding these
people, as you can imagine. I mean, they had gone into the ICU and with his cultural
background he was not used to all of that intrusive attention. So we worked at the hotel,
and we kept all the media away from him while they were at the hotel. (RN: North
Dakota Floods)
To counter the media’s negative influence, one participant shared stories of local survivor
heroism. By sharing these stories, this participant wanted to restore belief in the ability of
individuals to help others and overcome the burdens disaster/humanitarian events bring to
communities and survivors. Furthermore, true stories of surviving communities can help assuage
the fear and anxiety seeded by erroneous, fear-infused media reports. Others simply strived to
avoid the media presence.
I also have a great disdain for the news media who also could be an incredibly effective
and valuable partner, but often choose to find the most inflammatory and dramatic,
absurd story they can and waste great amounts of time on it. And fan the flames of
distrust and anger – to no value at all. And accomplish nothing and actually make things
worse in many cases. Especially when they frequently are wrong and don’t know what
they’re talking about. (MD: Hurricane Katrina)
People see stuff on the news, they see little bits and pieces of this little thing and this little
– this little thing and this little thing and, you know, they’re only getting little pieces of
the information, not getting the whole picture. That whole picture is freaky for
everybody. (EMT: Hurricane Katrina)
Because in most disasters the media focuses, initially, anyway, on the awful conditions,
on how bad it is, and how devastating everything is. And I’ve seen clients watch the
media intensively, and it affects them. And they don’t tend to hear or know about so
much what their neighbors have done that is so heroic and inspire them to do similar
things. So it’s a combination of me seeing clients gain hope from the heroic stories that
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are published instead of just hearing how many houses were washed away in the flood or
how many deaths there were or how many homes were damaged by the tornado… My
first concern is the clients. So I try to avoid the media at all costs. (RN: North Dakota
Floods)
Disdain for politics is common in some circles as many argue that politicians lack a clear
view of life outside political office. As a result, politicians’ assessment of post-disaster needs and
plans to mitigate suffering may be buried in rhetoric instead of facts. Facts are defined as entities
that are influenced by our perception and judgment. They have an existence separate from our
perception of them. Conversely, rhetoric is language used to influence others. Participants, who
are steeped in the facts of disaster/humanitarian response, are not content with the rhetoric
surrounding disasters. These political power struggles are detrimental to response efforts as
political priorities often determine which disaster response needs will be addressed.
I think the politicians, in many cases, are equally the same. It’s an agenda that’s about
power and self-promotion, and ‘It’s not my fault,’ as opposed to stepping up and saying,
‘You know something? I own this one. I’m gonna fix it,’ and going out and doing the
right thing. I think part of what frustrates me about this is that I’ve seen the good and the
bad, and I know that, it can function quite well and do amazing things. And I know it also
can be a complete and utter disaster, led by incompetent people who have no clue what
they’re doing. (MD: Hurricane Katrina)
Despite the disparagement of politics and media, there is an acknowledgment of the need
to manipulate both to battle the injustices observed in disaster/humanitarian settings. In fact,
active participation and observance of policy is an extension of the responder experience—a
means of staying involved after returning to the home front, while avoiding being immersed in it
during the response activity.
… I like to deal with bigger political issues outside of the response time, being involved
in different humanitarian groups and policy, lobbying, and things like that to try to move
things a little bit. And that’s one way that I have to… live with myself after seeing
injustice and knowing that you just can’t – at least I can’t – not know things after I know
it. I just do what I can to try to help move people into places that [have] good people that
aren’t greedy, that aren’t corrupt, that don’t want to step on other people to get to where
they’re going. And, you know, it’s the world that we live in, so you have to just keep
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your perspective and not get too wigged out about things, but do what I can to help
change things. You know, be aware of things. Read the newspaper, read articles, read,
talk to people, listen to people, and use this life that I have. (RN: Cambodian Refugee
Crisis)
Theme Five: “I get to go home”
For most people, home is a haven offering familiar surroundings, rest, and comfort.
Thinking of home is humbling when responders acknowledge that they are blessed with so much
that survivors may no longer have. For responders, it is a place to recover from the response
experience. It is a place where everything will be fine. Home is their reward although they must
acknowledge that often, they leave so many desperate people behind.
And you get to go home… We get to go home. (RN: Cambodian Refugee Crisis)
Okay, I’m overworked, it’s 12 hours, and I will do my job, then I’ll go home. As long as I
make it home, I can do it… I got to go home at the end of the shift. I had a home to go to.
I had a truck to drive. I had a closet full of clothes, kitchen full of food. That – that was
my reward. (EMT: Hurricane Katrina)
I think it’s a mindset. If you’re in a disaster, you’re looking at so many other horrible
things or disruptions or people who’ve lost things. I don’t think I necessarily focus on
what I don’t have when I’m doing that ‘cause I know I’m there just completely temporary
and that in two weeks I’ll be back to my house and everything will be fine, so it… has not
been a problem for me. (Mental Health: Haiti Earthquake)
Because memories of the response event persist—including the discrepancy between
survivor and responder resources—transitioning back to their homes can be difficult for
responders. In some sense, going home may bring ambivalence as responders yearn to be there
yet still desire to stay at the forefront of the response. One participant shared that acclimation to
the home front can take time.
And when I came back, I think I was really in culture shock… because, I saw how much
waste is in this country after I had been out of the country where we had nothing, nothing
to work with. The people that live there were like peasants. Most of them, ha, they didn’t
even have electricity. I learned so much. But then I came home. How can this be? How
can that be going on there and then six hours later, I’m here and that’s still going on? It
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really took me a long time – a lot longer to re-ground myself after that one. (RN:
Cambodian Refugee Crisis)
While responders strive to restore some normalcy to survivors, there also is a desire to
protect loved ones at home. Perhaps witnessing the devastation experienced by others spurs a
desire to ensure that home remains secure and untouched by memories of tragedy and loss.
Likewise, shielding loved ones and friends fosters stability from positive emotions rather than
negative feelings such as sadness and grief. Participants shared stories about their efforts to
protect the tranquility of home by shielding their families and friends from stories about the
response experience.
It was hard when I came back ‘cause I was aware of not wanting to – vicariously
traumatize my friends. When people would ask, “Well, tell me about Haiti,” and I
censored out a lot of the things, those types of stories, ‘cause I just remember thinking…
they don’t even know what they’re asking. But that – I need to just be careful to not just
blurt it all out. (Mental Health: Haiti Earthquake)
Home, protected from shared experiences of the disaster/response event, is a safe haven. Within
these walls are peace and rest. One participant shared that being home provides a respite from
the work of the response experience.
After Sandy, I needed like two weeks to kinda have a break. I was living at the firehouse
at the time, so when I got back down to Maryland, I just kind of didn’t go on anything for
like two weeks. And I slept for, like, two days straight when I got down there ‘cause I
was so exhausted. I just needed time and decompress. (Fire/EMT: Hurricane Sandy)
When I’m away from work, I don’t waste talk about work. I leave work at work, and I
bring home to home. I have to separate myself from the two because if not, it’d be
overwhelming for me to be able to sit down and talk to everybody about everything and
sometimes, it’s just not appropriate, you know… I don’t want [family] to hear or see that
stuff. That’s my work; that’s not theirs. (EMT: Hurricane Katrina)
Their desire to shield home and family from their intense experiences does not prevent
their desire for family and friends to support their work. Although each participant asserted most
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family and friends cannot relate to the response experience because they have not done it, their
support was readily acknowledged. One participant shared,
It takes a hell of a spouse. They (responders) need a very understanding, a very strong
person to be involved. You gotta be strong and you gotta be understanding; you gotta be
accepting. So the old saying in the military is it’s a beast. It’s a bitch. (Fire/EMT: CA
wildfires)
Furthermore, participants expressed that they felt less encumbered in their work when
they knew their family was safe. Consequently, responders shared stories of ensuring that wives
and children were relocated to safety in their absence, adequate food and water was in place,
medications were available, and means of communication during the response was arranged. The
contrast between the preparedness of a large majority of the general public and
disaster/humanitarian responders is startling. Likely, it is born of responders’ knowledge of the
‘what ifs’ inherent in any unexpected event.
I mean, I wasn’t so worried. Like, I knew my mom was okay ‘cause she was at home,
and I knew my – the rest of my family would be okay. (Fire/EMT: Hurricane Sandy)
For me, that’s a relief [having a plan for family during disaster]. That right there means I
can concentrate on what I’m doing on the job… If you’re sitting at work and you’re more
worried about what’s going on at home than you are sitting in the ambulance, taking care
of that patient, are you giving that patient a hundred percent? No. You have to make sure
your home life’s secure before you worry about your work life. (EMT: Hurricane
Katrina)
Well, we have our own supplies. We make sure that we have food of course, and water.
We made sure that we were self-sufficient, so even we didn’t have that much problem.
And yeah, personal life, personal needs that we need to – to make sure that we were
equipped. It’s sort of like an unknown rule. When being called for a response, we have
we have to make sure that we are self-sufficient. (MD: Typhoon Haiyan)

Mezirow (2000) stated that a defining condition of being human is the need to understand
the meaning of personal experience. Given the diversity of reasons to respond, the ethical
dilemmas encountered, the sensory experiences, and the existential nature of response,
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responders must take time to reflect in order to comprehend the meaning of these events in their
lives. By understanding the meaning of life’s events, individuals gain knowledge and a better
ability to cope. The security of home provides time for self-reflection, and in some cases,
acknowledgment of personal growth and knowledge.
And I was just struck with that feeling of, Gosh! I – I really can be doing more. You
know, I can take it up a notch. There’s more I have to offer. (Mental Health: Haiti
Earthquake)
Quantitative and Qualitative Exploration
A mixed methods approach, extending from a paradigm of pragmatism, was selected for
this study because it was the best method for exploring the complexity of disaster/humanitarian
response. The combined use of quantitative and qualitative methods permitted exploration of the
disaster/humanitarian responder experience in greater depth. While findings of quantitative
assessment and analysis yielded several significant relationships, the qualitative interviews
provided insight as to why these relationships were important. Consequently, a greater
understanding of the relevance of significant variables to the response experience can be
described. Further discussion is presented in Chapter Five.
Summary
Quantitative assessment of the responder experience indicated that there is a significant
relationship between moral congruence, disaster self-efficacy, and symptoms of psychological
stress as measured by the IES and K6 scales. Additionally, readiness to deploy and educational
levels were found to have a significant relationship with psychological stress as measured by the
K6 scale.
Relationships between independent variables were examined, and it was discovered that
there is a significant relationship between disaster self-efficacy and resilience, moral congruence
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and essential supplies to respond, social support and readiness to deploy, and disaster selfefficacy and perceptions of adequate sleep.
Qualitative findings include the themes of “I lost my footing,” “I saw everything was
gray, “I was totally vulnerable,” “That’s why I do it,” and “I get to go home.” The first theme
represents chaos, the contextual ground on which the responder experience occurs. The second
lends itself to a description of the experience of altered expectations that occurs during the
response. A story of feelings of vulnerability unfolds with the fourth theme, and an
understanding of the reasons responders are willing to engage themselves for others is told in
“That’s why I do it.” The chapter, as with the response experience, concludes with responders’
perceptions of home.
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Chapter Five: Discussion
This mixed methods study had a twofold purpose. The first was to apply Hobfoll’s (1989)
COR theory to predict psychological stress based on responders’ perceptions of resource
adequacy. Use of a quantitative approach provided me with a 30,000-foot view of the responder
experience—a survey of a broad array of factors that could impact psychological stress. The
second purpose was to use qualitative interviewing to gain a more comprehensive understanding
of the responder experience, in the words of those who lived it. This permitted responders to
share details about their experience, placing emphasis on the elements that were most important
to them.
This chapter offers a brief overview of COR theory, the study’s framework. Next,
discussion of the findings and their support or refutation of previous research is presented.
Thereafter, implications for education, policy, and research are offered.
Conservation of Resources Theory
According to COR theory, resources include physically tangible object resources;
physically intangible condition resources, which influence the context of life; psychological
personal resources, which support daily exchanges with one’s personal environment and life
circumstances; and energy resources, which fuel the ability to support life’s endeavors (Hobfoll,
1989; Hobfoll et al., 1995).
According to the theory, people are highly motivated to obtain, retain, and protect
resources. Consequently, stress occurs when there is threat of significant resource loss, actual
resource loss, or unrealized gain from resource investment. Resources assessed in the current
research included basic needs (food, water, and supplies essential to respond); disaster self-
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efficacy; resilience; moral congruence; social support; readiness; perceived adequacy of sleep,
safety, security, education, and training; and income.
Research Findings and Theoretical Support/Refutation
From a quantitative perspective, COR theory was only partially supported by findings.
Moral congruence, disaster self-efficacy, readiness to deploy, and educational level are
significant predictors of symptoms of psychological distress. While perceptions of safety and
security, adequacy of basic needs, resilience and social support, and disaster specific training
were not found to be significant predictors, they were found to have a significant relationship
with resources having an influence on psychological stress.
Object Resources
Shelter, Water/Food, and Essential Supplies to Respond
Although findings from quantitative assessment indicated these resources were not
predictive of psychological stress, qualitative exploration supported the COR theory as
participant stories were replete with anecdotal evidence of how lack of basic comforts (food,
sleep, and rest) and essential supplies influenced responders’ ability to respond and resulted in
psychological stress. Despite this, responders assert that it is important to put personal needs
aside for the greater good of others during disaster/humanitarian response, and their narratives
give strong evidence that time and again they sacrificed their needs in the service of others.
Furthermore, lack of essential supplies to provide care resulted in moral compromise as
responders struggled to decide how to distribute what was available, and “McGyver,” or
improvise, using on-hand supplies when necessary to ensure survivors’ safety and security.
These findings are congruent with assertions of Freedy, Shaw, Jarrell, and Masters, (1992) who
cited Maslow when stating that basic needs are essential to optimal functioning. It is possible that
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the study questions posed on the demographic form were not adequate. Research using a
previously validated instrument may yield different results. However, such an instrument was not
available at this project’s onset. Further exploration into the impact of lack of basic needs and
essential supplies to respond is warranted.
Personal Characteristics
Disaster Self-Efficacy, Resilience, and Moral Congruence
Disaster self-efficacy was noted to be predictive of psychological stress, and qualitative
assessment supported these findings. Findings from both methods partially supported the COR
theory. Participant stories indicated that confidence in one’s ability to perform and subsequently
alter the outcome of a response event was derived from immersion in the experience rather than
intellectual knowledge alone. Consequently, as novices test the waters of disaster/humanitarian
response, they may experience psychological stress until their confidence grows.
Resilience, once attained, results in flexibility in managing stressors thereby promoting
the achievement of positive outcomes, self-transcendence, self-esteem, and selfconfidence/mastery (Haase, 2009; Sorrenson & Harris, 2012). While resilience was not found to
be predictive of psychological stress, I hypothesize that this sample’s increased education and
responder experience may have influenced these findings. Furthermore, participants shared
repeatedly that having flexibility, a key characteristic of resilience, during response is essential to
attaining mission goals of safety, security, and the well-being of survivors and affected
communities. Although unequivocal quantitative findings are not present to indicate resilience is
a predictor of psychological stress, I hypothesize the qualitative findings indicate that resilience
is significantly related to psychological stress. Additional research regarding the relationship
between resilience and psychological stress among disaster/humanitarian responders is needed.
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Regarding moral congruence, responder stories are rich in their assertions that ethical
compromise produces duress. These findings of qualitative assessment are congruent with
quantitative results indicating that moral congruence is predictive of symptoms of psychological
stress.
Conditions
Social Support, Readiness to Deploy, and Perceived Safety/Security
Although quantitative assessment did not identify social support as a predictor of
psychological stress, qualitative assessment showed that it is a substantial component of the
response experience. The importance of social support to responders’ ability to deploy is tangible
as each recounts their reliance on friends, family, and employers to acknowledge their response
efforts. Consequently, despite the absence of significant quantitative findings, the qualitative
findings support the COR theory.
Readiness to deploy includes a component of social support since it encompasses support
of family in addition to employer support and financial preparedness. Quantitative and
qualitative assessments of this condition resource are supportive of the COR theory.
Conversely, perceptions of safety and security were not identified as predictors of
psychological stress in quantitative assessment. However, the theory was supported by the
qualitative data. During interviews, participants shared their experiences with insecurity and
unsafe environments in a variety of harsh settings. As with basic needs and essential supplies to
respond, it is possible that questions posed on the demographic form were not adequate in
assessing these resources. Once again, research using a previously validated instrument may
yield different results. However, such an instrument was not available at this project’s onset.
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Energies
Education, Income, and Disaster-specific Training
Education was identified through quantitative data as a predictor of psychological stress,
and the relationship was inverse. These findings support the COR theory. Conversely, education
was not a focus in the majority of qualitative interview narratives. In fact, one participant stated
that her response effort was not a product of education and professional training, but of familial
relationships and lessons learned from parental guidance and Sunday school. From these results,
I propose the symptoms of psychological stress are alleviated, not by formal education alone, but
through life experiences combined with education. It also is possible that adequate education
becomes background—no longer figural in the minds of responders. Their education has
prepared them to be where they are, and once in that environment, they do not consider it in the
moment. Inconsistency between qualitative and quantitative findings indicates this is an area
meriting further exploration.
The lack of findings that income mitigates symptoms of psychological stress, despite the
knowledge that socio-economic status is a health determinant, may be due to faulty measurement
rather than a COR theory deficiency. When constructing the demographic form, the need to
convert international currency values to compute income was not anticipated. Consequently,
international participants were left to convert their local national currency values to U.S.
currency, which may have resulted in conversion errors. In addition, income was not an area of
focus within qualitative assessment. As a result, neither quantitative and qualitative findings
support COR theory.
It is not known why disaster-specific training was not found to be predictive of
psychological stress symptoms. However, it can be hypothesized that the sample’s formal
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education and experience subsume the expected predictive association. Qualitative assessment
reveals that novice and experienced responders alike suffer from symptoms of psychological
stress as a result of the uncertainty that is characteristic of disaster/humanitarian settings.
Therefore, it can be inferred that disaster-specific training is beneficial in mitigating negative,
psychological symptoms. Qualitative findings support the COR theory.
Overview of Disaster/Humanitarian Response Experience
Two methods of exploration were used to understand the disaster/humanitarian response
experience. As would be expected, quantitative findings and phenomenological themes
sometimes overlapped. Moral congruence, disaster self-efficacy, readiness to deploy, and
educational level were found to be important predictors of responders’ psychological distress
symptoms. Likewise, significant relationships were found between disaster self-efficacy and
resilience, moral congruence and essential supplies to respond, social support and readiness to
deploy, and disaster self-efficacy and perceptions of adequate sleep, which was considered a
basic need in this study. Themes derived for phenomenological analysis of interviews were “I
lost my footing,” “Everything was gray,” “I felt vulnerable,” “I was in the middle, in the
moment,” “That’s why I do it,” and “I get to go home.” Each of these areas is addressed below.
Two Methods of Exploration: Melding the Findings
Important Predictors of Psychological Stress
Moral Congruence
Moral congruence is the absence of a violation by self or others to deeply held moral and
ethical beliefs and expectations. The chaos of the disaster environment is rife with ethical issues,
as compromises in ethical boundaries must be made during reconciliation. Literature indicates
that the extent to which responders apply ethical principles to decision-making is unknown
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(Hunt, 2011; Johnson, 2011). In this study, the significance of the relationship between moral
congruence and psychological distress reveals that responders have a sense of what is ethical and
subsequently, moral. Consequently, they are susceptible to distress when moral boundaries are
violated. As one participant informed me, responders are expected to engage in their task with
the “utmost honor, ethics, and integrity.”
While ethics terminology was not widely used, responders shared experiences in which
they maintained the ethical principles of justice, beneficence, non-maleficence, and respect for
autonomy. Hodge, Hanfling, and Powell (2013) asserted that issues that present moral conflict
include unfair allocation of resources, reluctance to respond when personal and family security
are at risk, and inequity of care based on ethnicity or gender. Responders informed me that
readiness to deploy is a result of support from family, employers, and social networks.
Furthermore, while lack of resources result in moral compromise, responders most often have the
ability to think critically when developing a means of caring for survivors using available
supplies. One participant stated that responders “McGyver” supplies when necessary to meet
survivor needs.
Lönnqvist, et al. (2009) indicated that forces within responding organizations or response
teams have the ability to stifle the values that normally drive individual behavior. In sharing
stories about their experiences, responders welcomed guidelines established by their responding
organizations. The organizational procedures seemed to serve as a shield against uncertainty in
prioritizing response efforts and role-related tasks.
Hunt (2009) stated that, in chaotic environments, humanitarians may perform activities
that result in unintended harm. In a more recent article, Hunt et al. (2013) presented a framework
for resolving competency dilemmas in crisis situations in which responders may be tempted to
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perform outside their professional scopes of practice without first considering urgency, treatment
goals, situation appraisal, risks and benefits, and potential outcomes. In this study,
disaster/humanitarian responders were cognizant of their potential to cause unintended harm in
the performance of their duties. One responder recounted a moment when she saved the life of a
woman residing in a country where women are devalued. While she strove to resuscitate the
woman, she questioned her decision given the country’s cultural view of women. In this
scenario, the responder’s Western values and belief in the sanctity of life overrode a victim’s
desire to be released from life. Despite her adherence to personal convictions of what was
morally correct, and practicing in a way she believed to be right, she had internal conflict as she
questioned whether the same choice would have been made within the local culture. In
reflection, the question about what was right for the patient prevailed.
In the absence of frameworks to guide decision-making, faith-based providers and lay
support staff often offer assistance for resolving ethically challenging scenarios. Literature does
not address the presence of faith-based providers and other laypersons other than to assert that
these individuals could support responders to a larger extent if their arrival was delayed until
several days after the disaster/humanitarian event, when symptoms of emotional and mental
stress begin to manifest (Stone, 2013). Results of this study indicated that, although faith-based
laypersons and clergy may provide guidance to responders during the response effort, support
characterized by religious undertones may not be helpful. Because faith, spirituality, and cultural
influences are diverse, imposition of a particular spiritual belief could help or hinder response
efforts. Some may believe that imposing faith on a survivor or fellow responder is akin to
bartering acceptance of a particular faith in exchange for post-disaster care. Doing anything to
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cause survivors to feel pressure to adopt a particular belief system is in conflict with both
humanitarian and ethical principles.
Conversely, the presence of ethicists with knowledge of disaster response could help to
disaster/humanitarian responders as they are confronted numerous ethical dilemmas. Despite the
importance of moral congruence in the mitigation of psychological stress among
disaster/humanitarian responders, the role of a disaster ethicist was not identified in the literature.
Although each disaster has unique characteristics, this may be a role that disaster response
organizations and educational institutions should seek to develop.
Finally, results of this study indicated a significant, positive relationship between moral
congruence and essential supplies to respond. Essential supplies are important in ensuring that
responders have the necessary items to accomplish the task they are deployed to perform.
Understandably, when responders cannot answer the call to help, moral incongruence occurs. A
lack of supplies inhibits the ethical nature of the social contract held between
disaster/humanitarian responders and the affected community. Furthermore, the lack of ability to
perform ethically stands in opposition to professional codes of conduct (e.g. AMA, ANA).
Disaster Self-Efficacy
Disaster self-efficacy involves an individual’s belief that they can perform in a manner
that influences or alters the outcome of a disaster/humanitarian event. Previous research has
found that as self-efficacy increased, symptoms of psychological stress decreased (Regehr et al.,
2003; Regehr et al., 2000; Heinrichs et al., 2005; Murphy et al., 1987; Prati et al., 2010). An
inverse relationship also was noted in this study, and it is significant that more than 70% of the
participants received training both inside and outside their organizations. The influence of
disaster self-efficacy to psychological stress lends support to the continued investment in
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disaster-specific training for all responders, although the impact may be greatest with responders
new to the humanitarian field.
This study’s qualitative findings concur with anecdotal reports that responders deployed
for the first or second time may be distressed as their expectations are altered and their
confidence is shattered. Inexperienced responders may be unprepared for scarcity of resources,
intra-organizational conflict, and extended work hours that stymie responders’ ability to think
effectively, work efficiently, and make appropriate decisions. Furthermore, inexperienced
responders who are unable to recognize personal limitations may become a burden to the
response effort rather than an asset. As one experienced responder stated, “… you don’t have to
be this – the hero, you don’t have to be invincible.”
Prati et al. (2009) surmised that rescue workers with high levels of self-efficacy use their
skills as a coping mechanism and a means of controlling unexpected events. Literature informs
us that ill-prepared humanitarians demonstrate higher levels of psychological trauma resulting in
increased turnover and decreased productivity in the field (Antares Foundation, n. d.; Berk,
1998; Lopes Cardozo et al., 2012; Cranmer, 2012; McKibben et al., 2010). Findings of this study
are that experience, which affects quality, is gained over time. In fact, the intellectual knowledge
required for disaster response is so vast that it cannot be fully absorbed until responders are
immersed in the reality of a response event.
Several participants recognized the need to mentor novice responders to foster learning
and coping methods for stressful, chaotic circumstances. In these experiences, new responders
often were frustrated, claiming they would not return to serve because tasks correctly performed
were not acknowledged while they faced criticism for what was incorrect. Additionally, the
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expert responders recognized that the newcomers were not getting adequate rest due to long
work hours, and advised them about the need for respite from the hectic pace.
Expert responders understand the difficulty of working in unfamiliar environments where
usual supplies and equipment are not available. Therefore, when mentoring inexperienced
responders, the shared their knowledge about how to improvise using available supplies. They
knew how to work the system to obtain what was needed, and they were aware of necessary
items to carry with them on deployment. For example, one participant recognized that paper is
often in short supply in response settings, so she includes packs of paper forms in her tool kit.
While the scope of tasks to be performed in disaster/humanitarian response is vast, personal,
experiential knowledge imparted from expert to novice has the potential to reduce a portion of
the chaos that is characteristic of the responder environment.
Finally, a significant, positive correlation was found between disaster self-efficacy and
perceptions of adequate sleep. Previous research indicates that disaster/humanitarian events
wreak havoc on normal sleep patterns due to extended periods of arousal incurred from
responder tasks (McKibben et al., 2010). Anecdotal reports confirm the detrimental effects of
lack of rest on effective thinking, work efficiency, interpersonal relationships, and decisionmaking. While qualitative findings confirm that extended work periods coupled with less than
optimal sleeping arrangements serve as a barrier to quality sleep, none of the participants
indicated that lack of sleep was a detriment to their ability to perform.
Readiness to Deploy
Readiness-to-deploy includes components of social support and financial preparedness to
respond. While income was not a significant predictor of psychological stress, social support was
found to have a significant impact on responder’s readiness to deploy. Literature indicates that
153

social support fosters relationships that enhance opportunities to gain essential knowledge
necessary for effective disaster response (Hobfoll et al., 2007; Sattler et al., 2002). This study’s
findings supported these statements. Examples of supportive interaction with colleagues are
abundant in participants’ stories. These supportive relationships are vital to coping with the
stressors encountered within the disaster/humanitarian field, but they also are important in the
aftermath as they share stories with those who can most empathize with the experience—other
responders.
The importance of support from spouses, significant others, and extended family
members cannot be overlooked. In this study, the value of family support was a recurrent
thought. Although many participants sought to shield family and friends from vicarious trauma
by not discussing their response experiences, several stated that sharing limited details with a
strong and dedicated partner served as a healing mechanism that ultimately increased relational
bonds. Alternatively, in one case, the marital relationship was severed because the partner was
not able to cope with the fear of spousal death or injury during response activities.
Participants shared feelings of fear, despair, and anxiety from feeling isolated and
separate from the human world. One responder described it as “horrific.” These findings are
congruent with research examining survivors’ isolation in the aftermath of the Haitian
earthquake. The report indicated that survivors held deep-rooted feelings of doom, uncertain if
anyone lived or if anyone was concerned with their whereabouts. Although surrounded by other
human beings, survivors’ feelings of isolation were intense (Speraw et al., 2011).
Although resilience was not found to predict psychological stress, the relationship
between disaster self-efficacy and resilience were noted to be important in this study. As
perceptions of disaster self-efficacy increase, resilience is enhanced. Haase (2009) indicated that
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resilience is characterized by the attainment of flexibility in managing stressors to gain a positive
outcome, self-transcendence, self-esteem, and a sense of confidence/mastery. Similarly, disaster
self-efficacy involves an individual’s belief that they can perform in a manner that influences or
alters the response event. It stands to reason that when the ability to master disaster-related tasks
is not achieved, resilience would falter as confidence and hope for expected outcomes dissipate.
Educational Level
Literature indicated that higher education and income levels mitigate symptoms of
psychological stress. In this study, however, income levels were not found to be predictive of
psychological stress. Lack of significance is likely due to measurement in U.S. dollars requiring
global participants to perform mathematical conversions that may have resulted in incorrect
income reporting. The lack of efficacious income reporting is unfortunate given reports that
income and education facilitate access to social and personal resources needed for post-disaster
recovery (Lopes Cardozo et al., 2012; Freedy et al., 1992; Gibbs, 1989). In this study,
quantitative assessment identified a significant, inverse relationship between educational level
and symptoms of psychological stress. Participants in this study tended to have a higher level of
education, and overall their levels of psychological stress as measured by the K6 were
correspondingly low. Consequently, it can be assumed that resources to alter the stressful impact
of disaster/humanitarian response were available to these participants.
While this study’s qualitative findings were incongruent with its quantitative findings,
participants identified several methods of coping with stress during and after a disaster. Many
methods are facilitated by education. Journaling and other written correspondence require an
ability to read and write. Computer skills are required to offer reciprocal support via social
media. Time and financial resources are essential to travel to scenic locales to unwind and
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experience restoration through communion with nature. Mental health treatment via counseling
or pharmaceutical therapy also can help responders cope with stress. Education is the mode
through which these opportunities can be accessed.
Despite the significance of education, participants downplayed differences in education
during response activities. In general, unified efforts to ensure the health and safety of survivors
superseded hierarchical relationships among responders. While it was acknowledged that
responders with greater experience typically are assigned to leadership roles, no responder is
above performing a given task if the activity facilitates the team’s mission. One responder
recounted a need just to hold a door open during one response event. The service was performed
alongside a physician, and one responder asked, “How many degrees does it take to hold a door
open?”
Implications for Nursing Education
Nursing stands on the threshold of providing leadership in the area of disaster response.
Lack of knowledge places healthcare responders, survivors, and affected communities at risk.
Lack of advanced educational credentials in disaster management and leadership means that
nurses, with all their skills and abilities, are absent from the highest levels of decision-making in
disaster/humanitarian response. Attention to nursing education in disaster/humanitarian
principles is vital if this is to change.
This research has numerous implications for nursing education. These are especially
significant given the inherent nature of the profession to reach out to the underserved. Nursing
education should include disaster-related curricula at the undergraduate, graduate, and postgraduate levels. Additionally, there is a need to teach nurses—as the healthcare professionals
most often at the forefront of a disaster—ethical principles applicable in disaster/humanitarian
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response settings. Finally, nursing students of all levels should be instructed on personal
preparedness with the expectation that readiness become an ongoing reality. These
recommendations are discussed in greater detail in subsequent paragraphs.
Professional nursing organizations (i.e. American Nurses Association, Sigma Theta Tau,
and others) have embraced the role of nurses in disaster/humanitarian response. A quick websearch yielded few in-depth, undergraduate, disaster-specific training programs. Advanced
degree programs are even scarcer. Educational institutions must reverse this trend given the
expanding role of nurses in response settings. Advance practice certifications earned as a result
of successful completion of disaster-specific coursework have the potential to position nurses
securely at the forefront of leadership, caring for survivors, and advocating for communities with
strong, knowledgeable voices. Lack of knowledge and preparedness places nurses of all levels of
education at risk. These risks extend to survivors that such nurses, by social contract, are pledged
to serve.
In addition to leadership skills, educating nurses at post-graduate, graduate, and
undergraduate levels should include curricula that teach the necessary skills required to mitigate
the physical and mental impact of disaster/humanitarian events on survivors. Findings of this
study indicate that educational institutions would be wise to teach students how to identify
symptoms of physical, psychological, and emotional stress in fellow responders as well. This is
especially true given participant admonitions that it is important for fellow responders to be
aware of personal limitations lest they become a liability rather than an asset to the mission.
An additional component of education should include disaster-related critical thinking to
promote nurses’ ability to provide care with limited technology in the absence of adequate
supplies. Nursing students would benefit greatly from guidance toward self-reflection since
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knowledge of self can provide an understanding of both physical and mental limitations that may
be present during the response experience. Additionally, meanings of an event realized after a
time of reflection have the potential to mitigate psychological stress, which is detrimental to the
overall health of disaster/humanitarian responders.
Ethical dilemmas in the field of disaster/humanitarian response are abundant; however,
frameworks to guide decision-making in the disaster/humanitarian field have not been
developed. The American Nurses Association (ANA) code of ethics and documents of standards
for professional practice present a guide for moral decision-making. Adherence to such standards
is essential in order to practice within the auspices of our social contract, which legitimizes the
profession and grants nurses authority and autonomy to practice (Rochelle, 1983; Zack, 2006).
Moral congruence was found to have a significant relationship with psychological
distress, yet support to aid ethical decision-making is absent in the responders’ stories and the
literature. I propose that responding organizations and educational institutions develop curricula
aimed at developing this role. Although these recommendations are not all inclusive, educational
components should include an analysis of the ethical dilemmas that may be faced in
disaster/humanitarian response, simulation exercises to “try on” potential solutions to these
dilemmas, exploration of the concept of ethical preparedness, examination of what level of
personal risk can be expected from responders, and development of ethics and decision-making
frameworks to serve as a guide during the response activity (Johnstone & Turale, 2014).
Participants stated without hesitancy that their ability to respond was dependent on
knowing that their family was safe and prepared for a potential lack of food, water, medications,
and means of communication. Participants’ declaration of the need to be prepared and my
educational experience has led me to assert that nurses cannot help others unless they first can
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help themselves. Nurses need to be educated about the risks inherent in disaster work and how to
prepare for a disaster/humanitarian event. Although nurses may not travel great distances to
respond, they may be required to serve within local communities. In either case, nurses are best
prepared to respond when they are ready for the event themselves.
Finally, education modalities for the aforementioned topics are varied. Findings of this
study indicated that while intellectual experience is valuable, responders may not “get it” until
they are immersed in the response setting. While participants stated that drills are not particularly
beneficial due to the lack of realism, field experience is highly recommended. To foster
creativity and critical thinking essential for disaster/humanitarian response, educators must
consider normal variations in learning styles, a mix of didactic lectures, field immersion, and
interactive simulation exercises.
Practice Implications
Global Disaster Nursing
The reason for the limited numbers of disaster-specific higher education nursing
programs in light of ever expanding roles for nurses in disaster/humanitarian response is
unfathomable. Faculty from numerous colleges of nursing share their experience of leading
students through a maze of response efforts within their local areas when attending prestigious
conferences—such as Sigma Theta Tau conferences and annual meetings of state nursing
organizations—and communicating using social media. Enthusiasm for disaster-specific higher
education abounds, and the sentiment is not unexpected given nursings’ role in ensuring the
well-being of others.
Findings in this study indicate that education is key in maintaining psychological health
during and after the response effort. In the interest of protecting survivors and responders alike,
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responding organizations must seek to recruit nurses who are knowledgeable and able to provide
leadership and/or mentorship to others in the field. Likewise, nurses must seek education about
the responder role, immersing themselves not only in relevant texts but also in response settings
in order to gain in-depth knowledge about what is required. Nurses seeking to enter the disasternursing arena need to pursue certifications and advanced degrees signifying themselves as
professionals in this unique healthcare sector.
Leadership
Although qualitative findings revealed the importance of leadership, no research
examining the impact of specific leadership styles within the disaster/humanitarian arena was
found. Findings from this study suggest that two leadership styles are best suited to this
environment. The first, transformational leadership, was selected because, according to Bass and
Riggio (2006), transformational leaders (TLs) can be “counted on to do the right thing,
demonstrating high standards of moral conduct” (p. 21). To this end, TLs must possess strong
moral identity to withstand ethical challenges, pursue high moral action, and serve as ethical role
models. When high moral regulation serves as a motivational force, people “are able to extract,
weight, and integrate morally relevant information in confronting moral dilemmas before
deciding on a course of decision-making and action” (Zhu, Avolio, Riggio, & Sosik, 2011, p.
808). Furthermore, TLs are charismatic and have the ability to inspire others to examine
problematic issues creatively. These leaders can recognize individuals’ needs and assist in
ensuring they are met (Friedman, 2011). These characteristics of TLs are essential in guiding
responders through the maze of ethical dilemmas and barriers to response encountered in
disaster/humanitarian settings.

160

The second leadership style is servant leadership wherein leaders incorporate listening
skills into their role. Essential to the disaster/humanitarian setting are servant leaders’ ability to
accept others and demonstrate empathy toward them. Servant leadership is characterized by
awareness, perception, and exceptional powers of persuasion. Results of this study indicated that
conflict between responding organizations can occur because of misconceptions about what
services each responding organization is able to provide. Conflict also may occur as a result of
turf wars in which responding organizations compete for valuable funding from donors expecting
empirical results from their investments. Servant leaders’ power of persuasion and ability to
foster a sense of community can quiet the scuffle (Friedman, 2011), thereby restoring efficient
and effective response activities.
Mentorship
Mentorship, another component important to disaster/humanitarian response identified
through qualitative assessment, is defined as a process whereby an experienced, highly regarded,
empathetic person guides individuals in the development and reexamination of their own ideas,
learning, and personal and professional development. The importance of responders taking
another “under their wing,” as one responder described it, cannot be overlooked. Application of
mentorship styles or research regarding the presence or even the effectiveness of mentorship is
absent from disaster/humanitarian response literature. Findings from this study indicate that
mentorship is crucial for acclimating novice responders to their role, thus enhancing safety and
security of responders and survivors. In addition, mentorship has the potential to reduce stress
that is detrimental to responders’ physical and mental health. Mentorship may help reduce
attrition as the relationship and recognition of new knowledge can help address frustration and
discouragement. According to Dancer (2003), mentoring is meant to be helpful in situations that
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are complex, poorly defined, with no clear-cut solutions. These descriptors are characteristic of
the disaster/humanitarian response setting.
The relationship between mentor and mentee is reciprocal, and individuals in mentoring
roles display enthusiasm, empathy, good listening skills, a positive attitude, an ability to motivate
and encourage, and openness to communication and relationships. In turn, mentees accept
challenges from the mentor and show commitment to the mentoring process. A mentee’s trust in
the mentor and ability to recognize boundaries and achievement of outcomes are fundamental to
the mentor/mentee relationship (Malloch & Porter-O’Grady, 2009). This study’s participants
shared that their relationships with fellow responders helped meet their need for social support.
Incorporating mentoring relationships into the humanitarian response practice can strengthen
organizational bonds while ensuring education and retention of valuable staff is ongoing.
Policy Implications
Literature indicates that exploration of the dynamic relationship between education and
health is ongoing, and such findings are valuable to policy development. Picker (2014) asserted
that if the relationship between education and health is linear across race, gender, and varying
groups, the funding of educational endeavors is appropriately supported. When applied to the
area of disaster/humanitarian response, an argument to provide general and disaster-specific
education can be supported. Laypersons have a higher risk of response-related mental illness,
late onset PTSD, and poor physical health than responders with disaster-specific education and
experience (Debchoudhury et al., 2011). More immediately, they run the risk of being a liability
rather than an asset in the response effort (Cranmer & Biddinger, 2014).
Based on previous research and findings from the current study, I recommend that
responding organizations develop and consistently require disaster-specific education modules.
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Participants indicated that inexperienced responders need hands-on, immersion experiences to
gain the knowledge needed to participate effectively in response efforts. For this reason, general
education alone may not be enough to mitigate the psychological stress inherent in the responder
role.
Social support, which includes support of family, community, and employers, was found
to have a significant relationship with readiness to deploy. However, employer policies served as
a barrier to deployment. Participant stories alluded to a lack of employer support during response
efforts despite opportunities for compromise. One participant suggested an organizational policy
that permits disaster/humanitarian responders to pool donated vacation time that may be used by
responders for deployment. The policy would ease responders’ financial burden while also
easing the employer’s financial burden of supporting additional time away. Ultimately, the
policy also could enhance employee retention, as those desiring to respond perceive the policy as
the employer’s validation of their response efforts.
Finally, disaster preparedness is more than just a good idea. It is a result of actions
performed with the acknowledgment that risk and potential harm from natural or man-made
events are an inherent part of life. While personal preparedness is key to survival in the event of
a disaster or humanitarian event, local disaster planning initiatives should include a plan for
response to events occurring at a global level. The current Ebola crisis has increased our
awareness that we live in a global society, even as local agencies are not prepared to address the
disease in nearby facilities. Furthermore, local communities need to be prepared to share
expertise in specific areas as the needs arise.

163

Research Implications
Participants informed me that responding to disaster/humanitarian events has caused
them to experience life in new ways. Their stories reflect the concept of post-traumatic growth
(PTG). Research regarding the experience of PTG and resilience among disaster/humanitarian
responders is limited. However, such research is needed because those who exhibit
characteristics of resilience and PTG are at lower risk for psychological stress and PTSD.
This research identified numerous reasons individuals choose to respond to
disaster/humanitarian events. When confronted with the needs of others, these individuals often
experience moral implications when they are unable to respond. Likewise, ethical principles may
contribute to an individual’s personal motivation to respond. Examining and understanding
responders’ motivational drivers may help mitigate psychological stress when moral conflict
arises. Furthermore, knowledge of motivational drivers may enhance recruitment of responders
at a time when human resources do not meet existing needs.
An additional area for future research is the relationship between education and
psychological stress among disaster/humanitarian responders. In this study, a positive, significant
relationship was found; however, the majority of the sample had post-graduate education.
Research to examine these variables in a sample with more diverse educational experiences
would lend greater understanding to the relevance of education in the mitigation of psychological
stress in this population.
An inference may be made that the number, type, or magnitude of events to which
workers have responded, as well as the number of years they have served as
disaster/humanitarian responders, indicate their level of disaster-specific knowledge and
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experience. These variables may have a relationship to psychological stress. Research examining
the predictive nature of these variables is recommended.
The influence of leadership styles on disaster/humanitarian response activities has
not been fully examined in research, although much is published about leadership
theories. Disaster nursing is a relatively new area of focus, and leadership is a key
component of professional practice. Consequently, research examining the effectiveness
of leadership styles may provide knowledge to strengthen nursing’s contribution to this
unique practice setting.
Mentorship within disaster/humanitarian response settings is yet another area that
would benefit from scholarly exploration. While the effects of mentorship within
typical healthcare settings are published in research and anecdotal reports, the effects of
mentorship are unknown in disaster/humanitarian response. As a matter of fact, a cursory
review of the literature yielded no findings on this topic.
Another important topic for future research resides in the need to develop ethical
decision-making frameworks to be used at the individual and organizational levels. One article
on a federal effort to develop an ethical decision making framework developed on the concept of
federalism was identified. However, research into individual and organizational decision-making
processes is sparse. Such research has broad implications for future disaster/humanitarian efforts.
Quantitative and qualitative findings regarding lack of basic needs and essential supplies
to respond were incongruent. Additional research regarding the impact of these variables upon
responder stress should be explored given the emphasis placed upon them in responder
interviews. This is also relevant in view of assertions that responders are prone to feelings of
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guilt when they are unable to provide greater assistance when adequate supplies to respond are
lacking (CSTS, 2014a).
Finally, the abbreviated eight-item DSES should be used in additional research. A benefit
of the shorter form is that less time is required to respond to the questions. I perceive the length
of this abbreviated instrument as advantageous given the fact that some individuals declined to
participate due to the time required to complete the questionnaires. Furthermore, some
participants started the survey and did not finish. The reason the survey was not completed is
unknown, but it is possible that the attrition rate was a result of respondent fatigue.
Nursing Theory as an Adjunct to COR Theory
Observations shared by qualitative study participants are reflective of Patricia Benner’s
Novice to Expert Theory (NET) (Brykczynski, 2002). I propose that this theory may be used as
an adjunct to COR in the scope of this research. The NET’s applicability to disaster/humanitarian
response is evidence that it can be useful beyond the scope of nursing practice. In application,
first-year responders are novices who apply context-free, rule-based thinking to their activities.
As responders gain experience, they become advanced beginners, able to identify and understand
specific aspects of a response situation, and understand how austere environments impact
practice. At the next stage, competency, responders are able to prioritize tasks more effectively,
more fluidly making the transition from typical practice in a modern, fully-equipped healthcare
setting to a chaotic, resource-poor, disaster/humanitarian relief arena. At the proficiency stage,
response is guided by intuition as responders assess the entire scope of disaster/humanitarian
response rather than individual components. Finally, expertise is achieved, and the responder can
grasp the full scope of the response, and make decisions based on survivor needs. This
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observation is relevant to nursing given that the NET has not been applied to research into
disaster/humanitarian response although it has clear value for this endeavor.
Limitations
Although the findings of this research are important for understanding the
disaster/humanitarian response experience, they have several limitations. First, the guiding
framework, COR, was only partially supported. Alternative theories to guide research regarding
psychological stress among disaster/humanitarian responders should be explored.
Second, power analysis indicated that an optimal sample size was 139. Due to time
constraints, a sample of 109 served as the cut-off point for quantitative data collection. It is not
possible to know if additional predictors would have been identified had a full sample size been
obtained.
Also, income was not found to be a resource demonstrating a significant relationship
with psychological stress. This may be because income was measured in U.S. dollars, and each
non-U.S. participant was expected to convert their current earnings into U.S. dollars. Responses
obtained may not have been accurate. Consequently, if income is used in additional research, a
conversion table should be provided or the investigator should calculate the value.
Although it is not possible to know how face-to-face interviews may have influenced the
interviews, the use of technology rather than person-to-person contact also may be a limitation.
Strengths
There are numerous strengths in this study. First, mixed methods permitted in-depth
exploration of the response experience. Quantitative measurements provided numerical values of
significance while qualitative interviewing provided understanding, from the perspective of the
one who lived it, about the meaning of the responder experience. Additionally, qualitative
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inquiry revealed unexpected areas of significance to the responder community, such as the value
of mentorship. Second, the reach of respondents, spanning six continents, afforded unusual
breadth of experience, and no doubt contributed to the wide variety of man-made and natural
events to which they responded world-wide. Furthermore, global representation provided insight
regarding the disaster/humanitarian response experience from a variety of sociocultural and
political perspectives. Third, this study validated an abbreviated eight-item version of the DSES,
which can be used in future research. Finally, participants represented multiple disciplines
contributing knowledge regarding disaster/humanitarian response as a whole.
Summary
In conclusion, this chapter provided a thoughtful discussion of the findings derived from
mixed methods exploration of the dynamic experience of disaster/humanitarian response.
Although this study’s guiding framework (COR) was only partially supported within the postpositivist paradigm, qualitative methods provided additional insights into the responder
experience and catalysts to psychological stress from the constructivist perspective. Findings of
this study are rich, providing avenues for additional exploration as well as important implications
for research, education, and policy.
Like the response experience, the findings are not simple. I have heard it said that while
good research provides answers to questions relevant to the area being explored, it often leaves a
door open that beckons the researcher to enter and continue the pursuit of knowledge. I conclude
that this research has accomplished just that.
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Appendix A
Information Flyer
You are invited to participate in a research study which will explores stress in people who have responded
to at least one major disaster or humanitarian relief event. A major disaster or humanitarian crisis may be
either man-made or caused by natural events with damage that resulted in the need for the affected
community to request outside assistance in order to recover. People whose experience is limited to
medical mission trips that were not part of an organized humanitarian relief effort or disaster response for
a major event are not eligible to participate.
You are eligible to participate if you:
o Are at least 18 years of age or a legal adult in your state of residence
o Are willing to provide informed consent
o Have responded to one or more major disasters or humanitarian relief events [man-made or
natural disasters or humanitarian effort, foreign or domestic]
o Speak and write English
o Have access to a computer in order to respond to study questionnaires.
o Are not under current treatment for Post-Traumatic Stress Disorder or suicidal tendency
o Are certified or licensed as a nurse, physician, mental health worker, physician assistant (PA),
emergency medical technician (EMT), or paramedic
What is required to participate?
You will need to spend about 45 minutes to:
 Review the on-line informed consent
 Answer questions to confirm you are eligible to participate in the study
 Complete a survey providing information about your disaster/humanitarian response
Once you have answered all the survey questions, you will be given an optional opportunity to volunteer
to tell your story in more detail at a later time. The interview would occur on a day of your choosing. If
you would like to participate in the interview, you will need to provide:
 Your name
 Your preferred method of being contacted [telephone or e-mail]
 A preferred time and day of contact
 Your profession [nurse, physician, mental health worker, physician assistant (PA),
emergency medical technician (EMT), or paramedic;].
Are there any risks?
It is possible that you could recall memories of events that were stressful. There are no physical risks.
Any information you provide will be confidential, and your privacy will be protected in any presentations,
publications, or reports of findings from the study. No information that could identify you as an
individual will ever be released.
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Are there any benefits?
A potential benefit is knowing that shared information can help nursing and other professions develop
interventions to assist responders in the aftermath of disaster/humanitarian response or stressful events.
The information you provide can also assist in the development of policies and procedures to support
responders in areas identified as significant to easing psychological stress. You may find some relief of
mental stress just by sharing information about your response.
How can you participate?
Contact:
Suzanne Boswell
Doctoral Candidate, University of Tennessee/Knoxville, USA
sboswel2@utk.edu
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Appendix B
INFORMED CONSENT STATEMENT
TITLE: A Mixed Methods Study to Examine Responder Mental Health in the
Aftermath of Major Disaster and Humanitarian Relief Events
You are invited to participate in a research study being conducted by Suzanne Boswell, a doctoral
candidate at University of Tennessee, Knoxville, Tennessee, in the USA. The purpose of this study is to
explore stress in nurses, physicians, mental health workers, physician assistants (PAs), and paramedics
who have responded to at least one major disaster/humanitarian relief event. A major
disaster/humanitarian relief event is one that is man-made or caused by natural events, either within the
USA or outside the USA, with damage that resulted in the need for the affected community to request
outside assistance in order to recover.
INFORMATION ABOUT YOUR INVOLVEMENT IN THE STUDY
If you consent to participate in the study, you will be required to complete an on-line survey requiring
about 45 minutes of your time. As part of that survey, you will be responding to questions that are
designed to ensure that you are eligible to participate in the study. If you are not eligible, the electronic
system will not permit you to continue.
You are eligible to participate if you:
o Are at least 18 years of age or a legal adult in your state of residence
o Are willing to provide informed consent
o Have responded to one or more major disasters or humanitarian relief events [man-made or
natural disasters or humanitarian effort, foreign or domestic]
o Speak and write English
o Are not currently in treatment for Post Traumatic Stress Disorder or suicidal tendency
o Are certified or licensed as a nurse, physician, mental health worker, physician assistant (PA),
emergency medical technician (EMT), or paramedic
People with experience limited to medical mission trips that were not part of an organized
humanitarian relief effort or disaster response for a major event are not eligible to participate.
This study contains an on-line survey. Everyone who agrees will participate in this research will complete
this survey.
There is also an optional second part. In part two, you will be given an opportunity to decide whether to
volunteer to participate in an interview to discuss your experience in greater detail. These two parts will
be discussed below.
The on-line survey: If you are eligible and agree to participate in the study and are eligible, the electronic
system will allow you to answer 136 questions about your disaster or humanitarian response experience.
It may take you about 45 minutes answer these questions. Everyone who agrees to participate in the study
will complete the survey. If for some reason you do not complete the survey all at one time, you will
receive one e-mail reminder in about a week; that is the only reminder you will receive.
Optional Interview: Once you have answered all the questions in the survey, you will be given an
opportunity to volunteer to participate in an interview that will take place at a later time. If you would like
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to participate in the interview, you will be asked to provide your name, your preferred method of being
contacted [telephone or e-mail], a preferred time and day of contact, and indicate your profession [nurse,
physician, mental health worker, physician assistant (PA), emergency medical technician (EMT), or
paramedic].
Once your information is provided, you may be contacted to participate in an interview. Not everyone
who volunteers will be contacted. During the interview, you will be asked to discuss your disaster or
humanitarian experience in more detail. The interview will last about an hour and take place either in
person, via Skype, or by telephone, and be digitally audio-recorded. Each interview will begin with verbal
confirmation of your eligibility to participate in the study and your voluntary consent to be interviewed.
Recording of interviews ensures that your words can be transcribed most accurately.
After the interview, I will type the information you provide, without identifying you, into written form for
analysis. The content of the interview will be used to increase my understanding the experience of
responding to disaster/humanitarian events. It will also be used to help explain findings obtained from the
survey.
RISKS
Any risk to you will relate primarily to the potential for emotional upset due to recall of disturbing
memories. If you become emotional or otherwise upset during the on-line data collection or interview
process, you have several options: 1) You can continue to complete the survey or interview to the end, 2)
you could decide to stop your participation temporarily, and return to complete it at a later time, 3) you
can close the survey or end the interview without completing it, 4) if you are severely upset, you can call
a confidential crisis hotline operated by the Substance Abuse and Mental Health Services Administration
(SAMHSA) at 1-800-985-5990. You may also text TalkWithUs to 66746 in order to get immediate help.
If you are unable or unsure how to call the hotline number personally and contact me at (423-302-0340), I
will make the call for you to ensure you are safe.
If you are a resident of a country other than the United States and you become severely upset, you should
contact your local health care provider. You may also find help in your country by accessing the
following suicide and crisis website: http://www.suicide.org/
international-suicide-hotlines.html.
You are free to withdraw from this study at any time without any penalty. Responses provided up until
the time you choose to stop answering study questions or participation in the interview will be used in the
research.
BENEFITS
There are no direct benefits for participating in this study. A potential benefit to you is knowing that
shared information can help nursing and other professions develop interventions to assist responders in
the future who are in the aftermath of disaster/humanitarian response or stressful events. Furthermore, the
information you provide can assist in the development of policies and procedures to support responders in
areas identified as significant to easing psychological stress. Finally, you may find some relief of mental
stress just by sharing information about your response experience.
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CONFIDENTIALITY
All information that you provide will be kept confidential. Your on-line questionnaire responses and the
content of your interview (should you be decide to participate and are selected) will be stored in a secure
location with access by me as investigator and members of my dissertation committee. Administrators of
the on-line survey system will have access to the secure survey system due to their role in providing
assistance to me if needed. No reference will be made in oral or written reports, which could link you to
the study.
Confidentiality of the information you provide is increased by use of the web-based survey system. Your
voluntary, informed consent and responses to the study questionnaires will not be tied to any information
that could identify you as a participant unless you provide your identification and contact information to
be considered for participation in the interview. If you provide information for the interview, it will be
kept separate and locked in a secure file, and destroyed after three years. As Principal Investigator, I will
have access to the information you provide. Members of my dissertation committee will also have access
to this information.
COMPENSATION
You will not be paid to be a participant in this study.
EMERGENCY MEDICAL TREATMENT
The University of Tennessee does not "automatically" reimburse subjects for medical claims or other
compensation. If physical injury is suffered in the course of research, or for more information, please
notify the investigator in charge (Suzanne Boswell, Phone: 423-302-0340 or e-mail at sboswel2@utk.edu.
CONTACT INFORMATION
If you have questions at any time about the study or the procedures, (or you experience adverse effects as
a result of participating in this study,) you may contact the researcher, Suzanne Boswell at 1200
Volunteer Blvd., Knoxville, TN 37996, USA, or via telephone by calling 423-302-0340. You can also
contact the dissertation chairperson, Susan Speraw, PhD, RN, 1200 Volunteer Blvd, Knoxville, TN
37996, USA, at e-mail ssperaw@utk.edu, or (865) 974-7586. If you have questions about your rights as a
participant, contact the Office of Research Compliance Officer at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary; you may decline to participate without penalty. If you decide
to participate in either part of the study (on-line survey or interview), you may withdraw from the study at
any time without penalty and without loss of benefits to which you are otherwise entitled. If you
withdraw from the study before data collection is completed, any information you provide prior to
withdrawing will be used in the research.
______________________________________________________________________
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CONSENT
I have read the above information. I agree to participate in the on-line part of the study. [☐]
I have read the above information. I understand that at the end of the survey I may be given an
opportunity to participate in an interview that will take place at a later time. If I want to volunteer for the
interview, I understand I will be required provide my name, my preferred method of being contacted
[telephone or e-mail], a preferred time and day of contact, and indicate my profession [nurse, physician,
mental health worker, physician assistant (PA), emergency medical technician (EMT), or paramedic]. [☐
].
Please check the following box if you no longer wish to participate in this study. ☐
* Information you have provided to this point will be used in the data analysis.
US residents: If you are in need of emergency assistance, please call your local health care provider or
(1-800-985-5990). You may also text TalkWithUs to 66746 in order to get immediate psychological help.
If you are unable or unsure of how to call the hotline number personally and contact me at (423-3020340), I will make the call for you to ensure you are safe.
International Participants: If you are in need of emergency assistance, please call your local healthcare
provider or locate an agency to call within your country using the following web address:
http://www.suicide.org/international-suicide-hotlines.html.

Eligibility Criteria
The following statements require a response in order to ensure that you are eligible to participate in this
study. Please read each statement and check the appropriate response.
Yes No
☐ ☐ I am at least 18 years of age or a legal adult in my state of residence
☐ ☐ I am willing to provide informed consent
☐ ☐ I have responded to one or more major disasters or humanitarian relief
events [man-made or natural disasters or humanitarian effort, foreign or
domestic]
☐ ☐ I speak and write English
☐ ☐ I am not under current treatment for Post Traumatic Stress Disorder
or suicidal tendency
☐ ☐ I am certified or licensed as a nurse, physician, mental health worker, physician assistant (PA),
emergency medical technician (EMT), or paramedic
☐ ☐ My experience is limited to medical mission trips that were not part of an
organized humanitarian relief effort or disaster response for a major event

Thank you for your participation in this important study.
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As stated in the informed consent, you are will now be given an opportunity to participate in an
Optional Interview.
Please check the following box if you would like to voluntarily consent to share information about your
disaster/humanitarian response experience in an interview. ☐
The interview will take place at a later time that will be convenient for you. In order for me to contact
you to schedule the interview, you will need to provide the following information: your name, your
preferred method of being contacted [telephone or e-mail], a preferred time and day of contact, and
indicate your profession [nurse, physician, mental health worker, physician assistant (PA), emergency
medical technician (EMT), or paramedic].
Once your information is provided, you may be contacted to participate in an interview. Not everyone
who volunteers will be contacted. During the interview, you will be asked to discuss your disaster or
humanitarian experience in more detail. The interview will last about an hour and take place either in
person, via Skype, or by telephone, and be digitally audio-recorded. Each interview will begin with verbal
confirmation of your eligibility to participate in the study and your voluntary consent to be interviewed.
Recording of interviews ensures that your words can be transcribed most accurately.
After the interview, I will type the information you provide into written form for analysis. The content of
the interview will be used to increase my understanding of the disaster/humanitarian response. It will also
be used to help explain findings obtained from responses to the questions that you completed at the study
web-address when you entered the access code. The transcript of your interview will be stored on the
personal computer of the PI with hard copy placed in a locked cabinet in the PI’s personal office.
RISKS
Any risk to you will relate primarily to the potential for emotional upset due to recall of disturbing
memories. If you become emotional or otherwise upset during the interview process, you have several
options: 1) You can continue to complete the interview to the end, 2) you could decide to stop your
participation and end the interview without completing it, 3) if you are severely upset, you can call a
confidential crisis hotline operated by the Substance Abuse and Mental Health Services Administration
(SAMHSA) at 1-800-985-5990. You may also text TalkWithUs to 66746 in order to get immediate help.
If you are unable or unsure how to call the hotline number personally and contact me at (423-302-0340), I
will make the call for you to ensure you are safe.
If you are a resident of a country other than the United States and you become severely upset, you should
contact your local health care provider. You may also find help in your country by accessing the
following suicide and crisis website: http://www.suicide.org/
international-suicide-hotlines.html.
You are free to withdraw from this study at any time without any penalty. Responses provided up until
the time you choose to stop answering study questions or participation in the interview will be used
during the data analysis.
BENEFITS
There are no direct benefits for participating in this study. A potential benefit to you is knowing that
shared information can help nursing and other professions develop interventions to assist responders in
the future who are in the aftermath of disaster/humanitarian response or stressful events. Furthermore, the
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information you provide can assist in the development of policies and procedures to support responders in
areas identified as significant to easing psychological stress. Finally, you may find some relief of mental
stress just by sharing information about your response experience.
If you would like to volunteer for an approximately one-hour interview, please enter your name,
profession, and preferred method of contact below. You may be contacted to schedule an interview at a
time and date that is most convenient for you.
Name: ________________________________________
Profession: _____________________________________
Preferred contact method:
Phone: ___________________ (enter number)
E-mail: ____________________
Preferred day of contact: _____________________
Preferred time of contact: _____________________
If you know of other disaster/humanitarian event responders who may be eligible to participate in this
study, please ask them to e-mail me at sboswel2@utk.edu for a participant-specific access code. I will
send them a code once I receive their request.
Again, thank you for your time to participate in this study.
Sincerely,
Suzanne Boswell
sboswell2@utk.edu
Doctoral Candidate
University of Tennessee, Knoxville, TN, USA
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Appendix C
Demographic Form
Initials: __________ Age: ____________ Gender: ____________ Country of Origin: ___________
Major Disaster: A man-made or natural event that exceeds the ability of the community and/or region to
respond resulting in the need for supplemental aid.
Major disasters [man-made, natural, or humanitarian efforts] to which you have responded. Do not
include medical mission trips.
(May write additional disaster or humanitarian events on extra page if needed):
Disaster

Location

Year of
Event

Duration of effort

Type of disaster

(Specify number of days,
weeks, months)

(man-made or natural)

Responding
Organization
(If applicable)

1
2
3
4
5
6
7
8
9
1
0

Which major disaster event do you feel was most stands out to you above all others? [Enter row number
from table above: __________]
If you have responded to more than 10 major disasters/humanitarian events, how many have you
responded to? _______________
Have you received formal training in disaster/humanitarian response within your organization?
Yes/No/Do not work for an organization
Have you received formal training in disaster/humanitarian response from outside of your organization?
Yes/No/Do not work for an organization
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Circle 1 (one) of the professions below:
Nurse Physician Assistant

Physician Mental Health Worker

Emergency Medical Technician Paramedic

Gross Household Income [Please check 1 (one)]:
______ less than $10,000
______ $50,000 to 59,999
______ $10,000 to 24,999
______ $60,000 to 74,999
______ $25,000 to 29,999
______ $75,000 to 99,999
______ $30,000 to 34,999
______ $100,000 to 124,999
______ $35,000 to 39,999
______ $125,000 to 149,999
______ $40,000 to 44,999
______ $150,000 to 199,999
______ $45,000 to 49,999
______ more than $200,000
What is the highest level of education you have completed?
1. Less than high school _______
2. High school graduate, GED, or alternative _______
3. Some college (attended but did not graduate) _______
4. College degree (Associate) _______
5. College degree (Bachelor) ______
6. Postgraduate (e.g., medical, law, MS, MA, Ph.D.) _______
Considering the most challenging major disaster event noted above,
please indicate your response to the following :
1. Shelter available to disaster/humanitarian responders was adequate.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

2. The amount of food available to disaster/humanitarian responders was adequate.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

3. The amount of water available to disaster/humanitarian responders was adequate.
Strongly
Agree Neither Agree or Disagree Strongly
Agree
Disagree
Disagree
4. There was an adequate supply of medical equipment needed for the disaster response/humanitarian
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event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

5. There was an adequate supply of medications needed for the disaster response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

6. There was adequate time to sleep during the disaster response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

7. There was an adequate supply of communication equipment needed for the disaster
response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

8. I felt personally safe under the circumstances.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

9. Security for my personal possessions was adequate.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

10 I never experienced loss of personal possessions during the disaster response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

11. Members of the response/humanitarian team did not experience loss of personal possessions during
the disaster response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

12. I never experienced bodily injury during the disaster response/humanitarian event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

13. Members of the response/humanitarian team did not experience bodily injury.
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Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

14. I felt confident that my family was safe during my participation in the disaster response/humanitarian
event.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

15. I felt secure while working in a different culture.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree

Strongly

16. I felt confident while working in another culture.
Strongly
Agree

Agree Neither Agree or Disagree
Disagree
Disagree
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Strongly

Appendix D
Moral Congruence Scale (MIES)
Participants will respond with strongly agree, moderately agree, slightly agree, slightly disagree,
moderately disagree, or strongly disagree to the following questions.
During my disaster or humanitarian relief response:
1.
2.
3.
4.
5.
6.

I saw things that were morally wrong.
I am troubled by having witnessed others’ immoral acts.
I acted in ways that violated my own moral code or values.
I am troubled by having acted in ways that violated my own morals or values.
I violated my own morals by failing to do something that I felt I should have done.
I am troubled because I violated my morals by failing to do something that I should have
done.
7. I feel betrayed by leaders who I once trusted.
8. I feel betrayed by fellow responders who I once trusted.
9. I feel betrayed by others outside of the organization with which I responded.
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Appendix E
Disaster Self-Efficacy Scale (DSES)

* Disaster Self-Efficacy Scale as modified for this study
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Appendix F
Connor-Davidson Resilience Scale (CD-RISC)
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Appendix G
Coppel Perceived Social Support Scale (SSS)
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Appendix H

American Red Cross Readiness-To-Deploy Survey (RTDS)
The developers of this instrument have requested that the survey not be published with this
manuscript. The instrument can be obtained for review by contacting the American Red Cross.
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Appendix I
Impact of Event Scale – Revised (IES-R)
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Appendix J
K-6 Scale
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Appendix K
Phenomenology Group Confidentiality Agreement
As a member of this phenomenology group, I understand that I will be reading transcripts of confidential
interviews for the research study, “Psychological Stress: A Mixed Methods Study to Examine Responder
Mental Health in the Aftermath of Major Disaster and Humanitarian Relief Events”.
The information in these transcripts has been revealed by research participants who have volunteered in
good faith, assured that their interviews would remain strictly confidential. I understand that I have a
responsibility to honor this confidentiality agreement. I hereby agree not to share any information in these
transcripts with anyone other than the investigator, Suzanne Boswell, or other members of this research
group. Any violation of this agreement would constitute a serious breach of ethical standards, and I
pledge not to do so.

_________________________________________
Name (Print)

_________________________________________
Signature

_______
Date
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